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Decline of Tuberculosis.—Tuberculosis is a 
waning endemic disease, declining slowly but 
steadily. From a time when a quarter of all 
deaths were due to tuberculosis, the most ad- 
vanced countries have come to a period when 
the toll is less than a twentieth of the total 
mortality. This great decline is unlike any- 
thing else in the history of disease. The records 
of the ancient world present indubitable evi- 
dence of the existence of tuberculosis during 
that period. The disease was widely prevalent 
in the cities of the Greek and Roman civiliza- 
tions. After the breakup of the Western Empire 
in the fifth and sixth centuries, the population 
was decentralized; communities were small and 
communication poor. During this period the 
incidence of tuberculosis probably decreased 
greatly. In the craftsman industrialization 
of the Middle Ages, centralization of population 
recurred and, presumably, tuberculosis in- 
creased rapidly. From then until the present 
century, tuberculosis has been endemic in all 
civilized countries. In modern times the 
highest peaks of tuberculosis mortality have 
been reached during the early development of 
the industrial revolution in the various coun- 
tries. The highest recorded mortality rate in 
England was 1120 per 100,000 in about 1780. 
In America the industrial revolution came 
later than in England and the peak in incidence 
of tuberculosis and its subsequent decline were 
correspondingly delayed. The decline in the 
disease after the industrial revolution is usually 


attributed to amelioration of working condi- 
tions and general improvement of social con- 
ditions. The decline of tuberculosis which 
began at least a century ago has been less 
spectacular than the conquest of other diseases 
but has meant a greater change in the well- 
being of the population and a greater rise in 
its average longevity, than the eradication of 
any other disease. This decline has continued 
with only occasional interruption to the present. 
The responsible factors have been debated and 
the influence of specific antituberculosis meas- 
ures has been questioned. If the antituber- 
culosis campaign is not yet responsible for the 
decline of tuberculosis, it appears that it must 
inevitably become so. From ancient times to 
the modern period, various theories were 
advanced as to the nature of tuberculosis. 
The varying manifestations of the disease were 
only gradually recognized. These factors are 
reflected in the history of the treatment of 
tuberculosis and the various public health 
measures directed against the disease. With 
the discovery of the tubercle bacillus, refine- 
ments of physical diagnosis through percussion 
and auscultation, and the advent of the X-ray, 
the modern period in phthisiology began. In 
all probability, most tuberculosis diagnosed 
in the past on the basis of physical examination 
was moderately or far advanced. Sanatorium 
treatment began in the second half of the nine- 
teenth century. At first, it was in part an 
extension of the principle of exercise. Gradu- 
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ally, the paramount value of rest was recog- 
nized. The development of sanatoria has 
been the most notable feature in the directed 
control of tuberculosis up to the present time. 
In America, in the fifty years since the estab- 
lishment of Trudeau’s sanatorium in 1884, 
sanatoria have increased from one to 600 with 
a bed capacity of 95,000. The sanatorium is 
not only a place for treatment of tuberculosis; 
it has functioned also as a voluntary quaran- 
tine station for the isolation of patients with 
positive sputum. With modern case-finding 
methods unrecognized cases of tuberculosis 
are brought to light. This approach plus 
adequate treatment and provision of hospital 
beds, in addition to education of the general 
public, represents the modern phase of tuber- 
culosis, a chronic disease, under organized 
control. Acute tuberculosis, particularly in 
the Negro, is still a problem. There is evi- 
dence of increasing chronicity in Negro tubercu- 
losis. Apparently, all peoples when subjected 
to tuberculosis pass from a period of acute 
disease when the disease is new to one in which 
the lesions are chronic. The character of its 
tuberculosis forms one of the criteria of the 
state of civilization of acommunity. Roughly, 
the advance of civilization in a people may be 
traced in the pathological succession in the 
character of its endemic tuberculosis as follows: 
(1) acute generalized tuberculosis, (2) chronic 
generalized tuberculosis, (3) chronic pulmonary 
tuberculosis. The white race has emerged 
from the second period and has entered the 
third. The colored races are in the process 
of emerging from the second stage at present. 
Their transition is more rapid than has been 
that of the white race since they have all the 
advantages of recent knowledge. The author 
is particularly interested in the decline of 
generalized tuberculosis. 

At present, in the United States, less than 
one-twentieth of the mortality from tuber- 
culosis is the result of disease outside the lungs. 
In the past, extrapulmonary disease was much 
more common. The term scrofula has been 
applied to the chronic generalized form of tuber- 
culosis. Wide prevalence of scrofula has cor- 


responded directly with four factors: (/) a 
stage of hygiene in the population favoring 
massive alimentary infection, (2) recent in- 
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troduction of tuberculosis, (3) prevalence of 
bovine tuberculosis and the drinking of infected 
milk, (4) a high rate of pulmonary tuberculosis, 
The intiuence of hygiene can be seen in the 
prevalence of scrofula under the bad hygienic 
conditions existing during the Middle Ages. 
Glandular tuberculosis was particularly com- 
mon. During the seventeenth century came 
the first recognition of the underlying similarity 
of scrofula and phthisis. When tuberculosis. 
is first introduced to a people, various factors 
predispose to the development of the general- 
ized form of the disease. Such people are 
generally primitive people living at a low level 
of hygiene. In addition, since the principle of 
natural selection has not yet operated, there 
are, presumably, present stocks of low resist- 
ance to generalized tuberculosis. At first the 


scrofula is of the acute form. Gradually, the 


principle of the survival of the fittest comes 
into play and the disease becomes more chronic. 
This development can be seen in the history of 
various primitive peoples such as the Poly- 
nesians and the American Indians. Under 
primitive conditions, transmission of the dis- 
ease from a patient with nonpulmonary tuber- 
culosis, rare in civilized countries, is fairly 
frequent. This occurs through direct contact 
infection with urine, faeces and wound dis- 
charges. Contaminated milk is definitely a 
source of scrofula although modern methods in 
America, for example, have virtually caused the 
disappearance of this source of infection. Bo- 
vine tuberculosis cannot account entirely for 
the wide prevalence of scrofula in the Middle 
Ages. The consumption of milk in the poor 
crowded cities was not widespread enough to 
account for all the cases. Furthermore, in 
modern times, careful studies in England and 
Scotland have shown that the proportion of 
cases of scrofula which can be attributed to the 
bovine bacillus is much less than 50 per cent. 
In countries with a high incidence of pulmonary 
tuberculosis, scrofula also is very common. 
This was true in Europe until a century ago 
and is true in China today. Although the two 
may be dissociated, pulmonary tuberculosis 
and generalized tuberculosis of the lymph nodes 
are often concomitant and the latter is often 
the sequel of the former. A drop in the inci- 
dence of pulmonary tuberculosis, therefore, 
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will be accompanied by a fall in the number of 
cases of scrofula. The great decrease of 
scrofula in the United States in the last thirty 
years is part of the general decline of tubercu- 
losis. Today there appears to be a last stand 
of scrofula in the Negro. The Negro is far 
closer than the white man to the period of 
first introduction of tuberculosis. The factor 
of natural selection has not operated over as 
long a period as in the white. Pulmonary 
tuberculosis is far more common in the Negro 
than in the white. The disappearance of 
scrofula is an index of the progress of civiliza- 
tion. Scrofula is almost a disease of the past; 
civilization has advanced to the stage where it 
has eliminated most of the factors responsible 
for scrofula, listed above. Similar progress 
may be anticipated in the future leading to the 
elimination of pulmonary tuberculosis which 
is the form of the disease characteristic of our 
present hygienic level—The Decline of Tuber- 
culosis, With Special Reference to Its General- 
ized Form, E. R. Long, Bull. Hist. Med., June, 
1940, 8: 819.—(H. R. N.) 


Tuberculosis and Industrialization.—A brief 
historical survey of industrial hygiene is given, 
showing that these problems have been studied 
systematically only since the beginning of the 
World War of 1914. A relation exists between 
the mortality from tuberculosis and occupation. 
The beginning of the industrialization in Prus- 
sia was associated with an increase in tubercu- 
losis mortality. Following improvement of 
the social and sanitary conditions of the workers 
the tuberculosis mortality declined. This is 
also true for the tuberculosis mortality in 
Vienna and in England. The various indus- 
tries have different death rates from tuber- 
culosis. It can be seen that the course of 
tuberculosis mortality in all countries follows 
the course of industrial development; it mounts 
during the period of beginning industrialization 
and decreases later with improvement of the 
general living standard and with medico-social 
progress. Comparative figures of the death 
rate from tuberculosis in the large cities show 
the relation between tuberculosis and social 
conditions and prove that climate and race 
are of lesser importance. The highest mor- 
tality from tuberculosis is found in occupations 
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which are not yet reached by industrial hygiene. 
Although there is a decline of tuberculosis 
mortality in most of the European countries 
and in the United States, there is a stationary 
if not increasing trend in the tuberculosis in- 
cidence in the Philippines. Efforts have been 
made to control the disease in the Philippines 
which did not prove effective. Reports of the 
League of Nations have shown that the mor- 
tality from tuberculosis has declined in all 


’ industrialized countries, but has not decreased 


in agricultural countries such as Central and 
South America, India, China, Malay States 
and in the Philippines. The Philippines are 
in the beginning of industrialization and the 
course of the tuberculosis mortality is similar 
to that in Prussia during a similar period of 
industrialization. It shows a high tuberculosis 
death rate and stationary occurrence if not 
slightly upward trend. As in other countries 
also, in the Philippines the death rate from 
tuberculosis is higher among males than among 
females, probably due to differences in occupa- 
tion. The course of the tuberculosis mortality 
in the Philippines shows the same relation to 
the social status as in all the other countries.— 
Industrialization and Public Health with Special 
Reference to the Tuberculosis Problem in the 
Philippines, W. Niederland, Acta med. Philip- 
pina, July-September, 1940, 2:79.—(G. C. L.) 


Epidemiology of Tuberculosis.—The authors 
point out the epidemiological factors which 
have made tuberculosis more difficult to control 
than any other contagious disease, touching 
briefly upon such explanatory matter as the 
more or less asymptomatic incubation period, 
the insidious development before diagnosis, 
factors accounting for delay in diagnosis, the 
limitations of X-ray inspection and availability, 
etc. Asa refutation of the former belief that 
universal tuberculization was desirable, ob- 
servation has revealed that in nations where 
this is almost true, and where it has been in 
effect for centuries, the morbidity and mor- 
tality from tuberculosis are alarming. Efforts 
of man have partially controlled it, but no 
nation has eradicated it. The incubation 
period of tuberculosis ranges from three to 
seven weeks. The tuberculin test is our most 
valuable epidemiological agent. Reasonably 
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fresh trails may be discovered through the 
examination of children in the preschool or 
school age. When the trail is detected the next 
step is to follow the child to the home and 
there administer the tuberculin test to every 
member of the household. All adult reactors 
in the household should have X-ray film in- 
spections of their chests. If X-ray demon- 
strable lesions are found, the sputum should be 
studied immediately for acid-fast bacilli. When 
these are present their pathogenicity must be 
determined. This is best done by guinea pig 
inoculation. Failing to find a contagious case 
of tuberculosis in the immediate household, 
one should next look to the close relatives. 
In a number of surveys from 1 to 2 per cent 
of school teachers have been found to have 
clinical pulmonary tuberculosis. Failing else- 
where, the neighbors and close friends of the 
family may be considered. Another possibility 
which must not be overlooked is that tuber- 
culosis may exist among the animal associates 
of the child. This epidemiological procedure 
is not applicable in places where a high per- 
centage of children are infected, indicating the 
presence of numerous clinical cases of tuber- 
culosis in the community. Here the only 
effective procedure is to examine all the adults 
to find the contagious cases. The health 
officer should be permitted by law to seek out 
the contagious foci of tubercle bacilli regardless 
of whose body is concealing them. In one 
group of 25 children who had only the first 
infection type of tuberculosis a total of 56 
contacts was examined, among whom 32 were 
found to have reinfection tuberculosis and the 
remaining 24 had a primary infection. Epi- 
demiological work carefully practiced is capable 
of bringing to light numerous cases of tuber- 
culosis in its various phases of development. 
In the Minnesota Health Department approxi- 
mately two-thirds of all the cases of the first 
infection type of tuberculosis and one-fourth of 
all with clinical tuberculosis are being brought 
to light through the efforts of the epidemiolo- 
gists.— Epidemiology of Tuberculosis, J. A. 
Myers, F. E. Harrington, E. Sprague & J. A. 
Pérez, J. A. M. A., November 9, 1940, 115: 
1609.—(G. L. L.) 


Tuberculin Survey of Students.—Seventy- 
six per cent of 1989 students, including appli- 


cants for admission to a university and first year 
medical students, ranging from sixteen to forty 
years of age, were positive to tuberculin. In 
the method of testing both the Pirquet and 
Mantoux reactions were employed. The for- 
mer was given first and followed by the Man- 
toux test if the Pirquet test resulted negatively. 
The tuberculin test was more frequently posi- 
tive among males than females, varying from a 
minimum average of 58 per cent at seventeen 
years to a maximum average of 99 per cent 
in students more than twenty-six years old. 
Higher rates were found in students of urban 
than in those of rural origin. The intensity of 
allergy in apparently healthy groups was 
roughly proportional to the opportunity for 
contact with tuberculosis.—Catastro tuber- 
culinico de los estudiantes universitarios, R. F. 


Vaccarezza, B. Enquin & E. J. Rodriguez, An. — 


Catedra de pat. y clin. de tuberc., June, 1940, 
2: 21—(E. R. L.) 


Annual Surveys.—From 1930 to 1939 in- 
clusive, 330 cases of clinically significant pul- 
monary tuberculosis were demonstrated in an 
employee-year population of 136,710. The 
incidence of new cases dropped from 0.4 per 
cent in 1930 to 0.1 per cent in 1939. The 
program adopted to ferret out new cases of 
tuberculosis in the employed staff consisted of 
annual physical and fluoroscopic examinations 
of all employees, frequent observations of 
employees who had had any form of extrapul- 
monary tuberculosis or had been in contact with 
tuberculosis, and roentgenographic examination 
of employees who have been absent because 
of respiratory illness—The Control of Tuber- 
culosis. II. Pulmonary Tuberculosis in Em- 
ployees, Ada Chree Reid, J. Indust. Hyg. & 
Toxicol., November, 1940, 22: 408.—(T. R. J.) 


Employee with Tuberculosis.—Cases of 
tuberculosis were classified into three groups: 
(1) the apparently arrested cases were per- 
mitted to carry on their usual pursuits; how- 
ever, the employee was frequently examined 
physically and radiologically; the sputum was 
examined by the three-day concentration 
method; the significance of the findings were 
discussed with the employee; (2) the active 
cases were hospitalized; the favorable results 
obtained by early diagnosis and prompt in- 
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stitution of treatment were very definitely 
illustrated; (3) the cases whose radiographs 
reveal minimal infiltrates of a “soft” appearance 
but in whom no symptoms or signs suggestive 
of clinically active disease could be elicited were 
kept under close observation. Guinea pigs 
inoculated by gastric washings, blood counts 
interpreted according to the Medlar method, 
and red blood cell sedimentation rates by the 
Cutler method were done on these cases. The 
employees were warned as to the nature and 
potentialities of the infection. Many of these 
cases were satisfactorily controlled by close 
observation at work. Vigilant supervision of 
arrested cases after their return to work was 
maintained’ so that any reactivation of the 
disease was detected at the earliest possible 
moment. By means of this three-fold program, 
examination of applicants, examination of 
employees and prompt treatment of the active 
cases, the incidence of pulmonary tuberculosis 
among the employees of the Metropolitan 
Life Insurance Company at the Home Office 
in New York City was reduced from 40 per 
10,000 in 1930 to 10 per 10,000 in 1939 and 
three-fourths of the cases are now being diag- 
nosed in the minimal stage.—The Conirol of 
Tuberculosis. III. Management of the Em- 
ployee with Pulmonary Tuberculosis, Ada Chree 
Reid, J. Indust. Hyg. & Toxicol., January, 
1941, 23: 35. —(T. R. J.) 


Conjugal Tuberculosis.—During the decen- 
nium 1928 to 1938, 322 married couples were 
observed at The Henry Phipps Institute in a 
group in which wives or husbands, already in 
attendance, were found to have pulmonary 
tuberculosis and visiting nurses of the Institute 
visited their consorts and advised them to at- 
tend the clinic for examination. The sum of 
the periods of observation of the members of the 
322 couples was 1212 years. The individual 
periods of observation ranged from one month 
to eleven years. Based on the estimated mor- 
tality from tuberculosis of the general popu- 
lation in the area served by The Henry Phipps 
Institute, which is 1.87 per 1000, the expected 
death rate for the number of consorts under 
observation was 2.27 per thousand, while the 
observed deaths were 16 or approximately eight 
times as many. When corrections were made 
for the small number under observation, it 


was found that the mortality among the male 
consorts was not significantly different from 
that estimated for the general population, 
while the death rate among the wives was sig- 
nificantly higher. Tuberculosis became clini- 
cally manifest during the first year in 8 cases, 
in the second year in 11 cases and in the third, 
fourth and fifth year in 2 each. In 11 instances 
clinical tuberculosis developed before contact 
was broken while 14 patients became ill within 
five years after contact ceased. Roentgeno- 
logical evidence of tuberculosis was found in 90 
per cent within two years after the diagnosis of 
tuberculosis was established in the initial case. 
The incidence and mortality from tuberculosis 
among white consorts was significantly lower 
for those over thirty years of age than for those 
under, while among the colored the differences 
were not statistically significant.— Tuberculosis 
in Married Couples, J. F. Paterson, Am. J. 
Hyg., November, 1940, 32: 67.—(J. D. A.) 


Tuberculosis in Nurses.—Review of the 
literature reveals that tuberculosis among 
student and graduate nurses is a serious prob- 
lem. This report consists of observations made 
in four schools of nursing since 1929. A con- 
trol group of female students in the College of 
Education also has been studied. In Nursing 
School II in which there is no tuberculosis 
service, 120 students were under observation. 
Eighteen reacted positively to tuberculin on 
entrance; 35 became positive reactors while in 
school and 67 graduated with negative tuber- 
culin tests. Two of the students who entered 
with positive reactions developed pulmonary 
tuberculosis while in school. One of those who 
became a reactor developed a primary infection 
demonstrable on roentgenograms. In Nursing 
School ITI, 204 students were observed and of 
these, 50 were reactors to tuberculin on en- 
trance; 43 became reactors while in school and 
111 were graduated with negative tuberculin. 
In this School, as in School II, there was no 
tuberculosis service and the students had con- 
tacts only with those patients with tubercu- 
losis who would be admitted to a general 
hospital. Of those who became reactors, one 
developed bilateral clinical disease more than 
eighteen months after she was known to be a 
reactor. In Nursing School IV a six-weeks 
tuberculosis service was required of each stu- 
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dent. Under observation were 550 students, 
of whom 165 reacted to tuberculin on entrance; 
204 became reactors while in school and 181 
were graduated with negative tuberculin tests. 
Of the 165 who entered with positive tuberculin 
reactions, 4 developed demonstrable lesions 
while in school and 2 after graduation. Of the 
204 whose tuberculin test became positive, 19 
developed demonstrable lesions while in school 
and 5 after graduation. In Nursing School I 
there was a twelve-weeks tuberculosis service. 
In this school 226 students were observed, 48 
of whom reacted to tuberculin on entrance, 137 
became reactors while in school and 41 gradu- 
ated with negative tuberculin. Of those who 
entered with positive tuberculin reactions, 2 
developed demonstrable lesions. Of those 
whose tuberculin tests became positive while 
in training, 14 developed demonstrable pul- 
monary lesions. In the College of Education, 
the students of which were of the same age 
group and social conditions, but who were not 
exposed to tuberculosis in more than a casual 
fashion, 24.8 per cent of the entering students 
reacted positively to tuberculin, whereas on 
graduation 28.5 per cent had positive tuber- 
culin reactions. In a group of 686 such 
students with positive tuberculin reactions 
only 3 developed pulmonary lesions which 
appeared on roentgenograms. It is obvious 
that a higher percentage of students reacted 
to tuberculin after taking a nursing course in a 
general hospital with no tuberculosis service 
than did those students in the College of Educa- 
tion. Furthermore, students in schools which 
require a tuberculosis service showed a higher 
percentage of positive reactors than students 
in hospitals which do not have such services. 
The increase in percentage of positive reactors 
depends upon the amount of contact with con- 
tagious cases of tuberculosis. BCG has not 
been sufficiently efficacious to prevent infection 
since evidence of tuberculosis has developed 
among some of the students so treated. There 
is no method available to prevent the spread of 
tubercle bacilli from patient to students of 
nursing except a most rigid contagious disease 
technique.—Tuberculosis among Students and 
Graduates in Nursing, J. A. Myers, R. E. 
Boynton, H. S. Diehl, T. L. Streukens & 


TUBERCULOSIS 


P. T. Y. Chiu, Ann. Int. Med., November, 


1940, 14: 873.—(A. A. E.) 


Tuberculosis in Adolescent Females.— 
The problem of pulmonary tuberculosis in 
females from fifteen to twenty-five years of 
age is an important one. Although from 1932 
on there has been a marked decline in cases 
reported there has likewise been a progressive 
rise in total deaths in this group through 1938. 
Also, of 158 females reported in this group (in 
the County borough of Sanderland, England) 
through 1938, 91, or 58 per cent, had died by 
the end of 1939, most of the deaths occurring 
in the first two years after notification. Pos- 
sible causes for this are: (1) delayed notifica- 
tion, (2) delay in seeking medical advice, (3) 
acute progressive type of disease. Beal con- 
siders the third most significant. 
cludes that the underlying reasons are to be 
found in increased risk of infection and lack of 
resistance. He estimates, from statistics not 
entirely convincing, that there is eight times 
the risk of a person of this age group developing 
tuberculosis than the average person in a tuber- 
culous household. Although child-bearing is 
not proven to be a predisposing factor, the 
mortality among tuberculous women who be- 
come pregnant or develop tuberculosis during 
pregnancy is excessive. Some special attention 
has been given groups of nurses, in this instance 
188, of whom only 12 per cent were negative 
on repeated tuberculin tests on first observa- 
tion. Of these, 75 per cent became positive 
during ordinary hospital duty. However, 
Heimbeck’s contention as to relationship of 
negative reactivity to likelihood of development 
of lesions on exposure has not, in this small 
group, been substantiated.—Tuberculosis in 
the Adolescent Female: Influencing Factors, 
J. R. Beal, Brit. J. Tuberc., April, 1940, 

34: 66.—(A. P.) 


Tuberculosis in Adolescents——About 50 
per cent of the children at the age of fourteen 
are at present tuberculin-positive in Vienna, 
whereas before the World War 90 per cent were 
positive. The most important criteria for the 
diagnosis of tuberculosis are the demonstration 
of the tubercle bacillus, the tuberculin reaction 
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and the X-ray findings—Uber Tuberkulose 
bei Jugendlichen, O. Chiari, Wien. klin. Wchn- 
schr., July 26, 1940, 53: 608.—(G. C. L.) 


Chest Roentgenograms in Pregnancy.— 
In 800 pregnant women whose age ranged from 
14 to 41 years chest roentgenograms were 
taken; 440 or 55 per cent showed no evidence 
of tuberculosis. In 73 (9.1 per cent) increased 
peribronchial marking, hilar lymph nodes and 
hilar infiltrations were found; in 49 (5.8 per 
cent) signs of old pleurisy; in 206 cases (26.1 
per cent) calcification and fibrosis which were 
not clinically significant. Twenty-four cases 


(3 per cent) showed evidence of parenchymal 
disease, 8 cases (1 per cent) had active tuber- 
culosis.— Routine Chest Roentgenograms in 
Pregnancy. A Study Based on 800 Consecu- 
tive Cases, H. K. Graham, West. J. Surg., 
February, 1941, 49: 107.—(G. C. L.) 


Tuberculosis in Army. — Since periodic 
X-ray examination is not available for the 
entire military force of a country, the army 
surgeon is obliged to make the best of a careful 
history and of his knowledge of physical diag- 
nosis. The importance of avoiding such un- 
certain terms as cold, grippe, bronchitis, etc. 
is stressed. All respiratory infections lasting 
more than a few days should be carefully in- 
vestigated, especially if they recur frequently. 
It is hoped that through this procedure moder- 
ately far advanced tuberculous men will not be 
declared fit for army duty. While the early 
infiltrates will undoubtedly continue to be 
missed because of the absence of symptoms, 
attention is drawn to pleurisy, either dry or 
with effusion, phlyctenular conjunctivitis, ery- 
thema nodosum, fistula in ano, and chronic 
otitis media as aids to an early diagnosis of 
pulmonary tuberculosis. The physical signs 
of manifest pulmonary tuberculosis are dis- 
cussed.—Die Bedeutung der Tuberkulose im 
Militaerdienst und ihre Diagnostik durch den 
Truppenarzt, H. Mauderli, Schweiz. med. 
Wehnschr., December 7, 1940, 70: 1163.—(H. 
M.) 


Group X-ray Surveys.—The basis of effec- 
tive tuberculosis control is a sound case-finding 


program, the fundamental requirements of 
which must result in, first, the discovery of an 
increasing proportion of the estimated number 
of cases of tuberculosis in the community and, 
second, in the finding of a majority of these 
cases in the minimal stage of the disease. The 
effectiveness of the treatment facilities of the 
community will be sharply limited if the later 
aspect of the program is not realized. The 
examination of 45,000 individuals and 70,000 
chest X-ray films taken in the year 1937 at the 
regular clinic of the Bureau of Tuberculosis of 
the Department of Health of New York failed 
to satisfy the second criterion for said case 
findings, as less than one-half of the new cases 
of tuberculosis were discovered in the minimal 
stage of the disease. Failure to find early cases 
lay in the method, and not in its execution, and, 
therefore, it was necessary to look for the dis- 
ease among people without history or symp- 
toms—the apparently healthy population. 
With this purpose in mind an analysis of the 
examination of over 73,000 apparently healthy 
individuals of New York routinely X-rayed 
during the twenty months from January, 1937 
to September, 1938 was made. It was dis- 
covered that out of 14,000 high school pupils 
52 cases of chronic pulmonary tuberculosis 
were found, 35 of which were in the minimal 
stage, 12 in the moderately advanced, and only 
2 in the far advanced stage of disease. This 
group represented four distinct economic levels 
and, classified accordingly, showed the ratio 
for the lowest level as 8 per 1,000 and for the 
highest level 1 per 1,000. In a group of 53,237 
on home relief, largely drawn from the Negro 
and Porto Rican population of Harlem, New 
York, the races with the highest tuberculosis 
mortality in New York, 2,159 cases of chronic 
pulmonary tuberculosis were found, 73 per 
cent of which were in the minimal, 16 per cent 
moderately advanced and less than 12 per cent 
in the far advanced stage. The average age 
of this group was 36.3 years. Studies of 2,500 
prisoners disclosed 262 cases of chronic pul- 
monary tuberculosis 57 per cent of which were 
in the minimal stage, 31 per cent moderately 
advanced and 15 per cent in the far advanced 
stage. The average age of this group was 
fifty years. It was found that in rapid ex- 
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aminations of large groups, the roll-paper 
method is the procedure of choice from the point 
of view of convenience, accuracy and economy. 
From the above findings it is quite apparent 
that group X-ray examinations of apparently 
healthy individuals should be a part of the 
program of all large public health organizations 
and the major portion of the effort should be 
expended on adults and groups of low economic 
level—Group X-ray Surveys in Apparently 
Healthy Individuals, A. B. Robins & D. E. Ehr- 
lich, Radiology, May, 1940, 34: 595.—(G. F. M.) 


X-ray Survey in Negroes.—The authors 
present the results of examination of 9,000 
patients in a proposed 30,000 such examinations 
in a large scale tuberculosis case-finding pro- 
gram among Negroes in Chicago. These cases 
included a large number of nonclinic persons as 
well as the outpatients of the Provident Hos- 
pital; also several special groups of juveniles 
(1,000 Boy Scouts and high school students), 
All patients were fluoroscoped, and 560 of a 
recommended total of 574 X-ray examinations 
were made. The average age was 35.5 years, 
with 63.5 per cent being females. Of the 560 
patients X-rayed, 32.2 per cent showed no 
pulmonary disease, 15.5 per cent showed 
clinically unimportant pulmonary disease, and 
52.3 per cent showed definite pulmonary tuber- 
culosis of clinical importance. Including 5 
cases with fluoroscopic evidence not X-rayed, 
a total of 385 patients, or 4.3 per cent of the 
9,000 examined, were found to have definite 
pulmonary tuberculosis, and of these 298, or 
3.3 per cent of the whole group, were proved to 
have clinically important pulmonary tuber- 
culosis. Of those with clinically important 
tuberculosis, patients in the third decade of 
life had the lowest incidence, although the 
largest number of deaths from tuberculosis 
in Negroes occurs in this same decade. It 
seems, therefore, that a large proportion of the 
patients in this series are those who have been 
able to survive early exudative lesions by favor- 
able tissue response in the lung. Further 
analysis shows that the incidence of clinically 
important pulmonary disease is approximately 
twice as frequent in males as in females. 
Patients coming to the clinic for the first time 
have nearly half again as much tuberculosis 


as do patients previously registered and ex- 
amined. Nonclinic persons examined were 
found to have an incidence lower than new 
clinic patients. Those patients found to 
have calcifications, either parenchymal or 
glandular, proved to have more clinically im- 
portant pulmonary disease than persons with- 
out such calcifications. The authors consider 
fluoroscopy for large group examinations a 
wholly reliable method if it is-employed by 
physicians who are well trained in pulmonary 
pathology and in the technique of the method. 
The striking preponderance of minimal over 
moderately and far advanced tuberculosis in 
this group is almost the reverse of the distribu- 
tion found in sanatoria. The incidence of 
clinical tuberculosis in the presence of cal- 


cification was 1.6 per cent greater, or half 


again as high as in persons without calcified 
foci. That a special search for tuberculosis 
in a general clinic is not superfluous is demon- 
strated by the incidence of 2 per cent clinical 
pulmonary disease in the return patients of the 
clinic. The authors suggest that roentgeno- 
logical examination of the chest of all patients 
should become a routine procedure in all med- 
ical institutions.—Roentgenologic Group Ex- 
aminations for Pulmonary Tuberculosis in 
Negroes in Chicago: Preliminary Report, R. G. 
Bloch, W. B. Tucker & J. E. Bryant, J. A. 
M. A., November 30, 1940, 115: 1866.—(G. 
L. L.) 


Tuberculosis Control.—A ten-year survey 
of the incidence of tuberculin reactors in the 
rural and town schools in the Riverside Sana- 
torium (Granite Falls, Minnesota) district 
is reported. The same technique and the same 
strain of Saranac Lake Old Tuberculin 
(1:1,000) were used in testing a total of 10,907 
school children. Over the whole period of 
study, 987, or 9 per cent, were found to be 
positive reactors. There has been a total de- 
crease in the percentage of reactors in all 
schools tested as shown by comparison of the 
14.1 per cent incidence of reactors when the 
first tests were made with a 6.75 per cent 
incidence when the last tests were performed. 
This drop in percentage is attributed to (J) 
education; (2) a follow-up field nurse service, 
such as taking roentgenograms of all reactors, 
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suspects and contacts and careful investigation 
of home conditions; (3) a second roentgeno- 
gram of all reactors in from three months to a 
year; (4) breaking all contacts; (5) tuberculin 
testing of cattle. In the rural schools the 
percentage of reactors dropped from 8.2 per 
cent to 1.9 per cent in five years. In the largest 
city school the drop was from 13.6 per cent to 
7.4 per cent in a six-year period. The differ- 
ence in the percentage drop is attributed to the 
greater difficulty in isolating contacts in the 
cities. The survey also revealed that the ideal 
time to read Mantoux tests is between seventy- 
two and ninety-six hours after the test is made 
because such readings showed a 20.43 per cent 
increase in reactors from the initial forty- 
eight-hour readings.—Summary of a Ten- 
Year Tuberculosis Control Program, L. S. 
Jordan, Journal-Lancet, November, 1940, 60: 
502.—(J. B.) 


Tuberculosis Program.—Functions of the 
tuberculosis control program that should be 
assumed by the local health officer in the 
absence of a more elaborate organization are 
enumerated as follows: (1) case-finding by 
examination of household contacts and by 
biennial examination of older high school 
students; (2) provision of diagnostic assistance, 
both clinical and roentgenological, as a service 
to the practitioner; (3) provision of scholarships 
for special graduate courses to stimulate 
interest in tuberculosis among practitioners; 
(4) better utilization of general hospitals for 
care of tuberculous patients; (5) coéperation 
of health and welfare agencies in care of families 
with tuberculosis; (6) education of professional 
and lay groups —The Utilization of Available 
Resources in the Control of Tuberculosis, 
W. C. Williams, Am. J. Pub. Health, 1940, 
30: 1073.—(H. L.I.) 


Tuberculosis of Lung in Chinese.—Mantoux 
tests were done in 8,282 individuals between 
five and twenty years of age. Positive re- 
actions were more frequent in an urban group 
than in a rural group. In Peiping around 30 
per cent of the individuals from five to six 
years of age showed a positive reaction, 60 
per cent from ten to eleven years of age, 85 
per cent from fifteen to sixteen years of age 


and 92 per cent from nineteen to twenty years. 
The findings for the same age groups in Phila- 
delphia, as reported by Hetherington, are 
similar to these. Peiping students (1,261) 
with positive tuberculin reaction were examined 
by fluoroscopy. Calcified nodules were found 
in 17 to 30 per cent; the percentage increased 
progressively in the higher age groups in both 
males and females. Subjects with positive 
tuberculin reaction (3,167) were examined 
fluoroscopically and X-ray films were taken 
of suspected cases. Among 1,838 male posi- 
tive reactors, 52 were found who had significant 
lesions; among 1,329 females, 37. The lesions 
appear earlier in the female than in the male 
and the percentage of incidence of the lesions 
increases with the age. Of 89 cases with 
significant pulmonary tuberculosis, 3 were of 
the primary infection type and 86 of the rein- 
fection type. Of the latter 47 (54.7 per cent) 
had minimal lesions, 38 (44.2 per cent) had 
moderately advanced lesions, none showed far 
advanced lesions. Among 80 cases with 
adequate records 72.5 per cent never had 
symptoms.—The Incidence of Tuberculous In- 
fection and Pulmonary Tuberculosis among 
8,282 Chinese—With Special Reference to 
Students in Peiping, P. T. Y. Chiu, E. A. 
Ho & C. C. Li, Chinese M. J., November, 
1940, 58: 556.—(G. C. L.) 


Control of Tuberculosis in India.—It is 
estimated that there are between two and 
five million patients in India with active 
disease requiring sanatorium treatment. A 
program for the control of tuberculosis is 
outlined which will be practical in the face of 
inadequate financial resources and _ facilities 
and an insufficient number of trained personnel 
in India. By coérdinating the existing 
facilities with “organized” home treatment, 
it is believed that the control of tuberculosis 
in India will be enhanced. Five measures 
are proposed: (/) tuberculosis clinics both for 
detection of cases and administration of arti- 
ficial pneumothorax; (2) institutional treatment 
for a selected number of patients, using the 
existing facilities and affording training for 
physicians; (3) close codperation between the 
clinic and the private practitioner with the 
formation of a consultation service; (4) care 
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and after-care committees to work in connection 
with the clinics and sanatoria, particularly in 
the matter of financial aid and rehabilitation; 
(5) colonies or settlements for tuberculous 
ex-patients.—A Scheme of Control of Tuber- 
culosis in India by “Organized”? Home Treat- 
ment, C. Frimodt-Miller, Indian M. Gaz., 
October, 1940, 75: 577.—(A. B. C.) 


Childhood Tuberculosis of Lungs.—Roent- 
genologically the diagnosis of pulmonary 
tuberculosis in children is based upon the 
demonstration of enlarged hilar lymph nodes 
and the primary pulmonary foci. The locali- 
zation and distribution of the former correspond 
to the location of the lung lesions. In 60 
per cent of the cases of recent hilum tuber- 
culosis observed by the writer, the primary 
lung lesion was demonstrable in the roent- 
genogram. Calcified lung foci were visualized 
in 62 per cent of late cases. The right lung is 
infected almost twice as often as the left lung. 
The upper lobes are involved more often than 
the lower lobes. From the roentgenological 
standpoint it is possible to differentiate active 
from inactive or healed cases. Those cases 
in which no decision can be made as to whether 
there is or is not activity are classified as 
doubtful. The shadow of the lung lesion is 
ill defined and more or less rounded. It may 
be small enough to be missed or, if unmodified 
by secondary changes, may be as large as a 
hazelnut. Peribronchial lymphangitis, mani- 
fested by stringlike shadows extending from 
the pulmonary lesion to the hilum, is apt to be 
seen before the appearance of the lung foci. 
There may be modification of the roentgeno- 
logical findings by the development of obstruc- 
tive atelectasis or perifocal infiltration of 
varying extent. Caseating hilar lymph nodes 
tend to be matted together and appear in the 
roentgenogram as a hilar mass or masses of 
ill defined boundaries infiltrating the perihilar 
lung parenchyma and fading out peripherally. 
If there is little or no caseation the borders 
of the hilar mass are sharply defined, the nodes 
may be distinguishable from each other, and 
there is no perihilar infiltration. If the nodes 
are large enough they may cause bronchial 
displacement. Caseating nodes breaking 
through the bronchial wall can produce either 
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obstructive emphysema or atelectasis, partial 
or lobar. In healing cases, the lung lesions are 
smaller and more sharply defined; there is a 
gradual deposition of calcium in them and in 
the hilar lymph nodes, which also diminish 
considerably in size. A review of 365 cases 
of tuberculin positive children by the writer 
reveals that the finding of tubercle bacilli 
in gastric washings is much more frequent in 
cases showing pronounced roentgenological 
changes than in those where such changes are 
less well marked or are altogether absent.—On 
Tuberculosis of Bronchial Lymph Glands, 
N. Westermark, Acta radiol., August, 1940, 
21: 399, and October, 1940, 21: 423—(W. 
H. M.) 


Tuberculosis in Children.—This report pre- 


sents the pathogenesis of first infection tuber- — 


culosis, emphasizing the tendency to bacillaemia 
early in the course of the infection and the 
unpredictable development of disease from 
metastases, either early or late or not at all. 
The mechanisms of progression by bronchogenic 
and haematogenous routes are described and 
valuable clinical observations added. Since 
even extensive parenchymal lesions may not 
alter a child’s nutrition, may not give rise to 
cough or fever, and rarely produce definite 
signs, the tuberculous child cannot be ade- 
quately followed without serial chest plates. 
On the other hand close attention to the clinical 
picture particularly during the first year of 
known infection may give early hints of pro- 
gression likely to be missed if the supervision 
of the child is guided entirely by roentgeno- 
grams.—The Clinical Picture of Tuberculosis 
in Children, Edith M. Lincoln, Am. J. Dis. 
Child., August, 1940, 60: 371.—(M. B.) 


Tuberculin Survey.—Proceeding on the pre- 
mise that tuberculous infection in very young 
children is limited for the most part to familial 
contacts of pulmonary tuberculosis in adults, 
infants and pre-school children attending medi- 
cal well-child conferences were tested with 
tuberculin. Among 229 white children, 19, or 
7 per cent, were found positive; while among 
58 colored children there were 7, or 12 per 
cent, positive. Fifteen out of the 19 reactors 
were X-rayed and among these one child 
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showed an extensive pulmonary lesion while 3 
others gave X-ray evidence of enlarged 
tracheobronchial lymph nodes. Three of the 
families represented were already registered 
with the tuberculosis service. There were 65 
persons in household contact with the 19 
tuberculin-positive children and 45 of them, 
or 69 per cent, were examined. The presump- 
tive source of infection was found for 9 of 
the reactors, but in only one instance was a 
positive sputum found in the presumptive 
source.—Tuberculin Testing as a Case-finding 
Procedure, P. S. Phelps, V. P. Cenci & 
Alice Lawson, J. Pediat., October, 1940, 
17: 481.—(M. B.) 


Tuberculosis in Chinese Children.—At the 
Pediatrics Out-patient Department of the 
Peiping Union Medical College Hospital in 
4,776 infants and children Mantoux tests were 
done from November, 1934 to April, 1940; 
2,291 individuals (48.0 per cent) reacted. In 
the first six months of life 29 of 395 (7.3 per 
cent) showed a positive reaction, between the 
age of six months and one year, 93 of 562 
(16.6 per cent). The number of positive 
reactions increased with the age. In the 
twelfth year 71 of 88 children (80.7 per cent) 
were positive. The figures are much higher 
than the respective figures for New York 
City, Chicago, San Francisco, Rochester, 
N. Y., also higher than those for London.— The 
Incidence of Tuberculous Infection in a Peiping 
Children’s Clinic, Theresa T. Woo, Chinese 
M. J., December, 1940, 58: 671.—(G. C. L.) 


Childhood Tuberculosis.—It has been shown 
that in the cases in which large roentgenological 
shadows were seen in childhood these are 
caused by atelectasis and not by infiltrations. 
Alexander believes that infiltrative processes 
are present at the same time and calls this 
picture epituberculosis. It is caused by the 
compression of a bronchus by tuberculous 
lymph nodes or by perforation of tuberculous 
lymph nodes into the bronchus. The clinical 
symptoms of atelectasis are decreased or absent 
breath sounds and diminished expansion. 
The roentgenological signs are retraction of the 
mediastinum toward the diseased side, elevation 
of the hilum, narrowing of the intercostal 


spaces and decrease of the thorax volume. 
The X-ray shadow of atelectasis is not as 
dense as that of the infiltration. Five case 
histories of children are discussed in which the 
diagnosis of bronchial lymph node tuberculosis 
with secondary pulmonary infiltration was 
made. In 4 of the cases no signs of atelectasis 
were present ; only in one case signs of atelectasis 
appeared following the infiltration. It is 
therefore believed that the infiltration is the 
important and primary event in this form of 
childhood tuberculosis.—Zur Frage der ausge- 
dehnien roentgenologischen Verdichtungen bei 
kindlichen Tuberkuloseformen, Hanna Fischer, 
Ztschr. f. Tuberk., June, 1940, 85: 18.— 
(G. C. L.) 


Epituberculosis.—After a preliminary review 
and discussion of the various explanations given 
in the past for extensive pulmonary shadows in 
the X-ray films of children known to have 
enlargement of the tracheobronchial lymph 
nodes due to tuberculosis but pursuing a benign 
course, a case of a four year old white boy is 
reported which exhibited a dense pulmonary 
shadow for three years. During this time the 
child was never obviously ill and gained weight 
normally. A positive sputum was never ob- 
tained. Clearing of the lesion was slow and 
calcification was suspected in the adjacent 
regional lymph nodes. It is suggested that 
although the shadow persisted so long and 
disappeared slowly, this is an instance of ate- 
lectasis caused by compression of the bronchus 
by enlarged tuberculous lymph nodes and that 
this explanation accounts for the benign course. 
It is further suggested that the term epituber- 
culosis be reserved for those cases in which 
pulmonary atelectasis resulting from bronchial 
compression is followed by resolution and 
recovery.—So-called Epituberculosis, S. Sailer, 
Am. J. Dis. Child., October, 1940, 60: 900.— 
(M. B.) 


Bronchiectasis in Tuberculosis of Infancy.— 
Attention is called to tracheobronchial obstruc- 
tion from enlarged tuberculous hilar nodes. 
By external compression the bronchial lumen 
may be partially narrowed or completely 
stenosed. The node may ulcerate through 
the bronchial wall, rupture into the lumen and 
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produce acute asphyxiation. In the event of 
recovery from such an episode, there may re- 
main a mural mass of tuberculous granulation 
tissue, either partially or completely occluding 
the airway. And finally tuberculous cicatricial 
stenosis of the bronchus may result, producing 
a chronic interference with respiration, either 
by partially or completely shutting off the 
bronchus. With any of these types of bron- 
chial obstruction, the additional factor of 
thick, viscid purulent obstructive secretions 
may coexist. Two cases are presented in 
which tracheobronchial obstruction due to 
enlarged nodes seemed to be present, leading 
to atelectasis and bronchiectasis in the ate- 
lectatic area. Both were colored infants dying 
of tuberculosis at five months of age, one of 
whom came to autopsy. A review of the 
literature dealing with atelectasis and bron- 
chiectasis in tuberculous children is given.— 
Bronchiectasis following Atelectasis in Tubercu- 
losis of Infancy, J. G. Hughes & W. L. Simpson, 
J. Pediat., August, 1940, 17: 197.—(M. B.) 


Tonsillectomy and Tuberculosis.—The au- 
thor recounts the history of a five year old boy 
who developed tuberculous meningitis following 
tonsillectomy. There is disagreement in the 
literature regarding the incidence of tuberculous 
infection of the tonsils. While the development 
of disseminated tuberculosis following routine 
tonsillectomy in children is a rare occurrence, 
its seriousness demands consideration in every 
case. Before any child under the author’s 
care is subjected to tonsillectomy or adenoidec- 
tomy, a tuberculin test is done. If the test is 
positive, a chest X-ray film is taken. In all 
children where the tuberculin is positive, radio- 
therapy to the tonsils rather than excision is 
recommended. Wherever there is the slightest 
doubt in regard to the presence of tuberculosis 
or the general condition of the child, non- 
surgical methods such as electrocautery or 
radiotherapy are employed.— A mygdales, végéta- 
tions adénoides et tuberculose dans la pratique 
médicale infantile, R. Lidge, Progres méd., 
April 27, 1940, 68: 351.—(H. R. N.) 


Mortality in Children of Tuberculous House- 
holds.—The mortality from all causes, and 
from tuberculosis was determined in 1383 
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Baltimore children from 147 Negro households 
and 138 white households in which an adult had 
been diagnosed tuberculous (in most instances, 
with positive sputum). Age-specific mortality 
rates after the onset of contact showed for 
tuberculosis as well as for all causes the highest 
mortality in the first year of life, a sharp decline 
in children aged one to four years and the 
lowest level between five and fourteen years. 
After the age of fifteen years, a sharp rise oc- 
curred in the mortality from tuberculosis. 
At each age, the mortality from all causes was 
roughly twice as high in Negroes. The mortal- 
ity from tuberculosis among Negroes was four 
to five times as great, the risk varying slightly 
with age. In order to compare accurately the 
mortality before exposure to tuberculosis, cor- 
rection was made for the declining death rate 


by converting the data to person years of life- 


experience in calendar time between 1901 and 
1937. Comparison with the prevailing city rate 
for various decades showed that the mortality 
rate from tuberculosis of the city-at-large cor- 
responded closely with that of the households 
before the onset of contact. After the onset of 
exposure, the death rate from tuberculosis was 
15.6 times greater in the white households than 
in the white community, and 7.8 times greater 
in the Negro households than in the Negro 
community.—Mortality in the Children of 
Tuberculous Households, Miriam Brailey, Am. 
J. Pub. Health, July, 1940, 30: 816.—(H. L.I.) 


Primary Tuberculosis in Adults.—Recent 
epidemiological investigations have established 
that, as a result of the fight waged against 
tuberculosis, the number of tuberculin-positive 
children has been reduced. Consequently, 
the occurrence of primary infection in adult 
life has increased in frequency and will probably 
continue to do so. In Chile, limited studies 
show, in contrast, a high degree of early tuber- 
culization and a tendency to the occurrence of 
tuberculosis of the adult type at early ages. 
Earliest experiences with primary tuberculosis 
in the adult were with Negroes during the Great 
War, when severe, generalized and rapidly 
fatal forms were seen. This unfavorable course 
is now known to be a racial characteristic 
primarily, although seen under special circum- 
stances in the white adult. Certain writers 
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feel that, in general, primary infection in the 
adult runs a mild and usually subclinical course. 
Others point to a greater morbidity and mor- 
tality as compared with cases of reinfection. 
These differences are related actually to differ- 
ences in the type of material studied as regards 
race, social background, and mode of infection, 
all of which affect resistance. Cases illustrating 
primary infection in young adults are presented. 
Case one, a female of nineteen, showed a 
severe, rapidly fatal infection with multiple 
large nodules in the lungs and involvement of 
the mediastinal and mesenteric nodes and 
intestine, following prolonged exposure to a 
tuberculous relative. Case two, a female of 
eighteen, showed a benign clinical course 
associated with development of a perifocal 
reaction in the lung and erythema nodosum. 
Case three, a woman of twenty-three, was 
similar, except for a more _ persistent 
perifocal reaction. All tisree had negative 
Mantoux reactions at the onset. In the last 
two it became intensely positive after erythema 
nodosum developed.—-La tuberculosis primaria 
del adulto joven, H. Orrego, E. Garcta Sudrez 
& T. Darricarrere, Aparato respir. y tuberc., 


January-March, 1940, 5: 29.—(H. B. S.) 


Primary Tuberculosis in Adults.—-A review 
of the new literature on this subject is given. 
In Germany, 50 per cent of the population at 
puberty are tuberculin-positive, much less 
than a few decades ago. Primary infections 
are frequent shortly after puberty. The 
anatomical and clinical picture of the disease 
in this age group has different characteristics, 
because this age group has a higher natural 
immunity. In addition, the acquired im- 
munity from a previously healed primary 
infection also changes the course of the 
tuberculosis that develops. The usual course 
of the primary infection in young adults in 
Germany is milder than in the Northern 
countries, but serious primary infections are 
known. Without a previous tuberculin test 
a reliable diagnosis can only rarely be made. 
When tuberculosis first invades new regions 
infection of the adults is the most frequent. 
Later the infection shifts more towards children. 
In a third stage the infection shifts again to the 
adults. Germany is between the second and 


the third phase. The prevention of the in- 
fection of children is the best prevention of the 
phthisis of adults. Young adults should not be 
exposed to tuberculous patients. Tuberculin- 
negative persons who are working in a tuber- 
culous surrounding should be watched 
carefully—Uber das Problem der tuberkulésen 
Primdrinfektion bei jugendlichen Erwachsenen, 
H. Geberding, Ztschr. f. Tuberk., September, 
1940, 85: 101.—(G. C. L.) 


Lower Lobe Tuberculosis.—With the devel- 
opment of modern diagnostic procedures and 
the knowledge gained thereform, it has become 
necessary to revise certain concepts of chronic 
pulmonary diseases which heretofore have been 
regarded as axiomatic. This is especially 
true in regard to the nature and localization 
of the initial lesion in progressive pulmonary 
tuberculosis of the adult type. It is now known 
that the first lesion may begin below the level 
of the clavicle and that the apex may be in- 
volved from the lower focus. It is also recog- 
nized that tuberculosis limited to the lower lobe 
is not uncommon. The actual incidence is 
hard to determine but most investigators 
place the incidence between 2 and 10 per cent. 
In a series of 1,405 patients, here reported, 24 
(1.7 per cent) had lesions which, in the begin- 
ning, were confined to the lower lobes of the 
lungs. This variety of tuberculosis was found 
more frequently in women, the right lower lobe 
was most often involved and, in most cases, the 
lesions were predominantly unilateral. The 
onset frequently is acute resembling grippe or 
pneumonia, thus the patients are seen early 
in their disease. The lesions are chiefly exuda- 
tive and the rapid development of cavernous 
lesions is common. Physical findings varied 
with the extent and character of the lesion. 
In the majority, tubercle bacilli were present 
in the sputum, although occasionally repeated 
examinations were necessary even in the pres- 
ence of large cavities, including an examination 
of sputum obtained through the bronchoscope. 
The roentgenographic picture is not character- 
istic, but the lesion is often located close to the 
structures at the root of the lung or in the 
upper one-third of the lower lobe. Extension 
to the extreme base is rare unless the process 
involves the entire lower lobe. Two distinct 
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types of change are found. The first is a 
diffuse irregular density which resembles that 
produced by bronchiectasis, pneumonitis, neo- 
plasm, mycotic infection or haemorrhage, the 
exact nature of which cannot be determined by 
X-ray examination alone unless discrete 
tubercles can be seen. The second type is 
characterized by the formation of cavities 
which often are thin-walled, regular in outline 
and have no fluid level. The surrounding lung 
may be remarkably free from disease. The 
diagnosis may be quite difficult, but is made 
primarily by symptoms, localization of the 
lesion in the lower lobe and sputum examina- 
tion. One may be suspicious of a lesion in the 
lower lobe, even if the sputum is negative, if 
there is a history of contact with tuberculosis 
and the symptoms and _ roentgenographic 
appearance suggest such an infection. The 
symptom-complex usually consists of cough, 
expectoration and slight daily elevation of 
temperature, afternoon fatigue which is relieved 
by a short period of rest and night sweats. The 
latter seems to be a fairly constant early symp- 
tom. As lower lobe infections are predom- 
inantly unilateral, collapse therapy is the 
treatment of choice. Among the 24 patients 
reported collapse was employed in 18. Phrenic 
nerve paralysis is of definite value in this form 
of tuberculosis and is particularly beneficial 
when the onset has been acute. When suffi- 
cient collapse cannot be obtained by the usual 
methods, pneumoperitoneum may be instituted. 
It is pointed out that certain features suggest 
that allergy to tuberculin may be an important 
factor in the development of lower lobe 
tuberculosis.— Lower Lobe Tuberculosis, M. J. 
Sokoloff, Radiology, May, 1940, 34: 589.— 
(G. F. M.) 


Climate and Disease.—The human body is 
very responsive to the stimuli of atmospheric 
forces. Man’s responses to atmospheric forces 
vary in illness and health and at different age 
periods. The action of these forces upon the 
human body falls most heavily upon diseased 
tissues. The most favorable climate for 


productive effort has been found to be that in 
which the daily variation of temperature is 
between a mean maximum of 64°F. and a 
minimum of about 38°F. The temperature 


with great daily and seasonal variations makes: 
extraordinary demands upon man’s adaptive 
mechanism and may precipitate disease in 
those with low resistance. People of the 
tropics do not show the same resistance to 
tuberculosis as is shown by those who live in 
the temperate zone. Storms and violent 
temporary atmospheric disturbances demand 
great compensations of the physiological mech- 
anisms. Thus patients who have had pul- 
monary tuberculosis with pleural involvement 
may suffer chest pains during storms which 
occur even long after the tuberculosis has. 
ceased to be active. Emotional stress, in- 
fections, fatigue and menstruation have similar 
effects. In tuberculosis, haemoptysis, pain, 
insomnia, pleural effusion, metastatic spread 
and reactivations appear seasonally and fre- 


quently seem to be precipitated by storms. © 


Most exacerbations and spreads of the disease 
occur in the late winter and early spring after 
the patient has long been subjected to the 
stresses of winter weather. Acute miliary 
tuberculosis occurs five or six times as fre- 
quently in the spring as in midsummer and 
the same is true of tuberculous meningitis 
among children. The temperature charts and 
clinical records of 5 patients who were in the 
Sanatarium at Monrovia during April and 
May of 1938 have been analyzed. These 
patients had febrile reactions and clinical dis- 
turbances when the humidity increased and the 
barometer dropped. The exact nature of the 
action of these atmospheric forces is not clear 
since in Southern California where changes in 
barometric pressure are slight the same phe- 
nomena of disease are manifest as in more rig- 
orous climates where the fluctuations are 
greater.— Living with the Weather, F. M. Pot- 
tenger, Ann. Int. Med., September, 1940, 14: 
502.—(A. A. E.) 


Cavities.—Since instances of complete ob- 
literation of cavities are relatively infrequent, 
they are worth reporting and discussing. Heal- 
ing in pulmonary tuberculosis may occur in 4 
variety of ways. One which deserves more 
emphasis is cavitation followed by epithelializa- 
tion of the wall together with progressive de- 
cline of activity of the process. In estimating 
the progress of cavities, there is often lack of 
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complete agreement among clinical, X-ray 
and pathological findings. Each method of 
investigation is subject to error and all must 
be combined for best results. It was not pos- 
sible to carry out exhaustive study in the cases 
reported. Hence, it is not proposed to make 
conclusive assertions but merely to discuss 
possibilities. Factors influencing cavity for- 
mation are: trauma of respiration and cough; 
allergy and immunity; local factors like atelec- 
tasis, state of the communicating bronchi, 
fibrosis, character of the surrounding tissues. 
Productive processes are not usually important 
in cavitation. There is great uncertainty as 
to what proportion of cavities heal. Forma- 
tion of cavities has been attributed by different 
writers to caseation of pneumonic and broncho- 
pneumonic processes, to arterial obstruction, 
to coalescence of active foci with caseation and 
elimination of necrotic tissue through bronchi, 
and to isolation of an area of lung tissue by 
new-formed tissue which becomes necrotic, 
causing the whole area to slough out. No one 
basis of classification, of the many suggested, 
is adequate, although almost all have practical 
significance. Cavities would best be classified 
according to age, site, elasticity, character of 
the walls and appearance. There are maneu- 
vres, such as that of Valsalva and Muller, which 
by varying the pressure applied to the cavity 
help determine the age. Physical signs are of 
limited value; classical signs are the exception. 
Older cavities give more definite signs. Radio- 
logical study of the dynamics of cavities is 
valuable and often neglected. Tomography 
sometimes turns up unsuspected cavities. 
Study of the state of the bronchi draining the 
cavity by contrast methods is of importance. 
Acute cavities are produced in a time varying 
from days to months from the appearance of 
the infiltration. Old rigid cavities arise as a 
result of sloughing of-caseous areas in processes 
of more than a year’s standing, or by progres- 
sion of the lesion in an elastic cavity. Propaga- 
tion of these old cavities occurs by the broncho- 
genic route as well as by accretion when there 
are indurative foci about the cavity. Healing 
of cavities depends upon two factors: (1) 
biological-allergy and resistance, and (2) 
mechanical. Two factors impede healing: 


(1) lowering of resistance, and (2) anatomical 
conditions of the lung, pleura, and cavity such 
as failure of compensatory emphysema, increase 
of atelectasis about the cavity, invasion of the 
interior of the cavity by tuberculous granula- 
tions, secondary infection and chronic pleural 
processes. Also of importance are the state 
of the communicating bronchi and the age and 
location of the cavity. In certain locations, 
such as the periphery, or the diaphragmatic 
area, healing is impeded mechanically. Pleural 
adhesions impede closure not only directly but 
also because they prevent torsion or angulation 
of the communicating bronchus which would 
produce salutary atelectasis. A rather large 
variety of mechanisms, many of them very 
similar, have been invoked to explain healing 
of cavities. Of great importance is the concept 
of Coryllos that healing comes about by ate- 
lectasis, which produces a negative pressure 
within the cavity and relative anaerobiasis 
which inhibits the tubercle bacillus. The 
obstruction of the communicating bronchi may 
result from tuberculous lesions in and around 
the bronchi as well as from allergic oedema 
or mechanical plugging or angulation due to 
collapse therapy. Spasm of vagal origin has 
also been suggested. Brief descriptions, with 
X-ray films, of 9 cases are presented to illus- 
trate mechanisms of healing. One case ex- 
hibits, on conservative therapy, cessation of 
activity and gradual contraction of the cavity. 
Another exhibits, also on conservative therapy, 
a delimitation of the cavity by a zone of con- 
centric fibrosis which gradually compresses 
but does not completely obliterate it. Two 
cases show rapid and complete disappearance 
of well-defined cavities. This is attributed to 
occlusion of the communicating bronchi with 
atelectasis. Three cases successfully treated 
with pneumothorax healed by apposition of the 
walls of the cavity with some residual scarring. 
Two cases with small areas of cavitation showed 
healing by resorption of the process, one on a 
conservative regimen and the other after un- 
satisfactory pneumothorax.—Cavernas: Me- 
canismos de produccién, Clasificacién, Evolu- 
cién, Curacién, G. A. Espinosa Nodal, Rev. 
mex. de tuberc., March-April, 1940, 2: 63.— 
(H. B. S.) 
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Tuberculosis of Lung.—In the examination 
of 25,171 applicants for employment at the 
Home Office of the Metropolitan Life Insurance 
Company, it was found that fluroroscopy as a 
screening method was relatively inexpensive 
and sufficiently accurate. The prevalence of 
pulmonary tuberculosis in this group was 1.2 
per cent of which 0.8 per cent was of clinical 
significance—The Control of Tuberculosis. 
I. Pulmonary Tuberculosis in Applicants for 
Employment, Ada Chree Reid, J. Indust. 
Hyg. & Toxicol., October, 1940, 22: 303.— 
(T. R. J.) 


Transverse Interlobar Fissure.—The normal 
position of the transverse fissure of the right 
lung was studied in 50 individuals. It was 
found to lie at any level between the anterior 
end of the third rib and the anterior fourth 
interspace, when visible in the posteroanterior 
roentgenogram. The fissure appears either as 
a straight line or a slightly curved line with an 
upward convexity. One hundred instances of 
pulmonary tuberculosis, affecting mainly the 
right upper lobe, in which the fissure was visible 
were analyzed. The fissure was found to be 
displaced upward, downward or in its normal 
position. Serial roentgen observations were 
then made for at least one year. Upward dis- 
placement was found in instances that pro- 
gressed satisfactorily indicating fibrosis and 
healing. Where healing did not take place and 
contraction of the lobe was not noted, the 
fixed interlobar fissure indicated a poor prog- 
nosis.—The Position of the Transverse Inter- 
lobar Fissure of the Lung in Relation to Prog- 
nosis in Pulmonary Tuberculosis, B. H. Y. 
T’ang & C.-L. Hsu, Tubercle, May, 1940, 
21: 249.—(E. H. R.) 


Perihilar Shadows.—In a certain small num- 
ber of patients with reinfection tuberculosis 
roentgenograms of the chest will show shadows 
in the hilar or perihilar region. It has long 
been an assumption that these shadows repre- 
sent lesions actually contiguous to the root of 
the lung and for this reason various patho- 
genetic theories have been suggested to explain 
their development. Among about 500 pa- 


tients, 23 had roentgenograms in which perihilar 
shadows were found. In all of these patients 


the tuberculosis was of a reinfection type. 
The lesions were then localized by fluoroscopic 
study and by the use of lateral and oblique 
roentgenograms. By these methods it was 
found that in all except one the lesions were 
either anterior or posterior and were some dis- 
tance from the hilum. Those lesions which 
seem to be perihilar on a posteroanterior film 
will almost invariably be found to be peripher- 
ally placed when lateral or oblique roentgeno- 
gramsaremade. The pathogenesis is doubtless 
the same as that of lesions in other parts of the 
lung.—The Location of Peri-hilar Shadows in 
Pulmonary Tuberculosis, Elizabeth Hosmer, 
Quart. Bull. Sea View Hosp., July, 1940, 5: 
408.—(A. A. E.) 


Tuberculosis of Lung and Larynx.—In 
373 tuberculous patients routinely seen in a 
dispensary, 17 per cent had clinical tuberculous 
laryngitis. In 153, or 11.3 per cent, the laryn- 
geal lesion was observed at the time of first 
entrance. Tuberculous laryngitis was not 
seen in the absence of pulmonary tuberculosis. 
In a number of cases in which the pulmonary 
disease was slight the laryngeal involvement 
was severe and was thought to have occurred 
otherwise than by infected sputum.—Relacion 
entre la tuberculosis pulmonar y laringea, R. 
Souto Granja, Rev. de tuberc. ( Havana), October, 
1939, 3: 544.—(E. R. L.) 


Tuberculosis of Lung and Intestine.— 
One hundred and fifty cases of combined pul- 
monary and intestinal tuberculosis were com- 
pared with 150 cases of pulmonary tuberculosis 
without extrapulmonary localization. _Intes- 
tinal tuberculosis appeared as a rule to be 
associated with haematogenous tuberculosis. 
The predominant form of pulmonary tuber- 
culosis associated with intestinal tuberculosis 
was fibroulcerative. The intestinal disease 
seriously affected the progress of the pulmonary 
lesion. In addition to collapse therapy, tuber- 
culin and gold therapy were of value in the more 
fibroid pulmonary cases, but gold is contra- 
indicated in other types of tuberculosis in the 
presence of intestinal tuberculosis. Early 
diagnosis and treatment is essential in intestinal 
tuberculosis.— Estudio de las correlaciones clin- 
ico-radiolégicas entre las formas pulmonar y 
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gastrointestinal de la tuberculosis, R. Sanchez 
Acosta & L. A. Cruz Mufioz, Rev. de tuberc. 
(Havana), October, 1939, 3: 472.—(E. R. L.) 


Tuberculoma of Lung.—The primary focus 
of tuberculosis is usually found subpleurally 
and customarily it is about the size of a bean. 
In children these lesions usually present no 
serious diagnostic difficulties. When seen in 
chest roentgenograms of adults the calcified 
primary focus may lead to errors in diagnosis. 
Four such cases are reported in which well 
marked and rather large calcified primary foci 
were discovered on chest roentgenograms. In 
each of these cases extrapulmonary signs and 
symptoms, together with the pulmonary find- 
ings, caused mistaken diagnoses to be made. 
In one case the patient died of an unrelated 
condition after a clinical diagnosis of carcinoma 
of the colon with pulmonary metastases had 
been made. In this individual the pulmonary 
mass was found to be a calcified tuberculoma. 
In adults healed tuberculous pulmonary foci 
of infection must be differentiated from 
metastatic neoplasms or benign pulmonary 
tumors. Since operative intervention is in- 
creasingly undertaken in the presence of 
tumors of the lung, the differentiation is of 
greater importance.—Large Healed Tuber- 
culous Focus (Probably Primary) Simulating 
Metastatic Carcinoma of the Lung, M. Kissin 
& A. G. Cohen, Ann. Ini. Med., January, 
1941, 14: 1216.—(A. A. E.) 


Chronic Miliary Tuberculosis.—Anatomical 
and histological descriptions of this condition 
are scarce in the medical literature. The be- 
nign forms of chronic miliary tuberculosis of 
the lungs are rarely recognized, because of the 
complete absence of symptoms in the usually 
young patients, but may be accidentally dis- 
closed in the course of a radiological or post- 
mortem examination. When these chronic 
forms assume a progressive and fatal course, 
they come to the autopsy table in a state of 
such profound changes that the pathologist will 
not see a pure miliary dissemination, but will 
find destructive lesions which, in spite of their 
peculiar onset, have become very similar to the 
more common appearance of chronic pulmonary 
tuberculosis. Gallone reports 4 cases that 


ended with death after a few months of ob- 
servation in the sanatorium. Autopsy was 
performed on all of these cases. Admission 
X-ray films of the 2 older patients, thirty and 
thirty-nine years old respectively, did not 
clearly establish the réle played by the haema- 
togenous dissemination in the aetiology of the 
pulmonary disease, because these patients 
were first observed at too late a date; but in the 
other 2 patients, eleven and sixteen years old 
respectively, it was possible to follow the evolu- 
tion of the disease in the X-ray films from a 
discrete subapical nodulation to a diffuse exu- 
dative and cavernous infiltration at the time of 
death. Histological examination showed that 
the tubercles, prevalently productive in ap- 
pearance, although some had necrotic centres, 
maintained their miliary type even in the areas 
of greater confluence. Marked emphysema 
was always observed. It appeared that the 
lymphangitic and peribronchitic evolution of 
the tuberculous process had started in the inter- 
stitial tissue. This would tend to demonstrate 
that, at least in a number of cases of dissem- 
inated pulmonary tuberculosis, peribronchitis 
does not precede but follows the phenomena of 
tuberculous alveolitis. It would follow that the 
acinous focus, usually considered as the typical 
phenomenon of canalicular propagation, i.e. 
of bronchalveolitis, is not exclusive of such 
propagation, but may also be the result of an 
initial haematogenous tuberculous alveolitis 
later spreading in the bronchioles; this thought 
would then revert the term to “alveolobron- 
chitis,” as it was clearly enunciated by Aschoff 
and his school, who opposed the haematogenous 
to the bronchogenic acinous focus. Gallone 
believes that cases of progressive chronic 
miliary pulmonary tuberculosis, such as he 
reports, are less rare than it would appear at 
first. On the contrary he feels that further 
observations, contributing a better picture of 
chronic pulmonary tuberculosis with haema- 
togenous onset, will demonstrate their relative 
frequency. He also believes that anatomical 
examination, in spite of more or less destructive 
changes, will often reveal certain characteristics 
that bear witness to the haematogenous aeti- 
ology of the disease, with initial miliary and 
nodular foci.—Particolari aspetti anatomois- 
tologici della granulia polmonare cronica, L. 
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Gallone, Riv. di pat. e clin. d. tuberc., September, 
1940, 9: 565.—(S. L.) 


Massive Fibrosis in Obstructive Tracheo- 
bronchial Tuberculosis.— Massive fibrosis due 
to tuberculosis is thought to occur only in those 
cases where there has been a long-standing 
atelectasis. Massive atelectasis depends upon 
complete bronchial obstruction and may be 
produced by two mechanisms. The first is 
external compression of the bronchus by en- 
larged lymph nodes along the tracheobronchial 
tree. In such cases the course may be rela- 
tively mild because the tuberculous process is 
chiefly nodal. Tubercle bacilli are rarely found 
in the sputum and the aetiology of the resulting 
fibrosis is not easily established. The second 
mechanism is more likely to operate in children 
already exhibiting an active parenchymal spu- 
tum-positive tuberculosis and in such cases 
atelectasis is usually due to ulceration of the 
bronchus where it is in contact with a diseased 
lymph node. Oedema and granulation tissue 
may seriously narrow the lumen of the bron- 
chus and with healing stenosis may occur. 
Such children tend to suffer from secondary 
infections because of poor drainage and bron- 
chiectasis is a frequent complication. Two 
case reports of massive pulmonary fibrosis are 
presented with autopsy findings: the first 
thought to be an illustration of massive collapse 
due to external compression of the bronchus by 
tuberculous mediastinal nodes, the second 
believed to be an instance of atelectasis in 
the course of an active pulmonary lesion, lung 
collapse occurring as a result of obstruction of 
the bronchus by granulation tissue.—Massive 
Unilateral Pulmonary Fibrosis Due to Obstruc- 
tive Tracheobronchial Tuberculosis, P. E. 
Rothman & R. Mapes, J. Pediat., November, 
1940, 17: 659.—(M. B.) 


Diabetes and Tuberculosis.—Between 1918 
and May, 1940 157 patients with pulmonary 
tuberculosis and diabetes were among 7,205 
patients treated in the Union Mission Tuber- 
culosis Sanatorium, Arogyavaram. The males 
of this series numbered 133, females, 24; the 
difference is greater than the number of males 
and females treated in the institution. Over 
the age of thirty-five, the association of diabetes 


and tuberculosis was found to be more fre- 
quent, and in 73.2 per cent of the patients the 
onset of diabetes preceded the onset of tuber- 
culosis. While no definite conclusion can be 
drawn as to the most prevalent form of pul- 
monary involvement, it would appear from 
an analysis of the cases that the exudative 
reactions in patients with diabetes and pul- 
monary tuberculosis was more severe than in 
the nondiabetics; dense mid-zone lesions, re- 
sembling lobar pneumonia and including the 
perihilar regions, were frequently found. The 
treatment consists of control of the diabetes 
and the usual forms of collapse therapy, al- 
though in this series no thoracoplasties were 
performed since the lesions were unsuitable for 
this form of collapse therapy. The complica- 
tions occurring in the patients of this series of 


tuberculous diabetics were generally the same — 


as those in nondiabetics. Effusions com- 
plicating artificial pneumothorax, however, 
were more frequently encountered in the 
diabetics with an incidence of 66.7 per cent as 
against 54.2 per cent in nondiabetics. Haemop- 
tysis occurred in 41.4 per cent of the diabetics; 
in 34.3 per cent of the entire group of cases. 
Eight patients had fatal haemoptyses. The 
immediate results of treatment of the diabetics 
were good, but slightly below the average for 
nondiabetics. One hundred and thirty patients 
of the 157 studied had far advanced disease, and 
the percentage of good results in this group was 
46.1 per cent as against 55.1 per cent for 3,130 
nondiabetics with the same amount of disease. 
It was observed, however, that the severity of 
the diabetes, if adequately controlled, did not 
affect the results of the treatment. The after- 
results were discouraging; 73.7 per cent of the 
51 cases followed up, among 120 discharged 
patients with diabetes and tuberculosis, died 
within six months due to the inability to con- 
tinue the strict treatment necessary for the 
diabetes and the _ tuberculosis.— Pulmonary 
Tuberculosis and Diabetes Mellitus, P. V. 
Benjamin & M. C. Verghese, Indian M. Gaz., 
October, 1940, 75: 588.—(A. B. C.) 


Tuberculosis and Asthma.—Asthma-like 
conditions can occur in tuberculosis: (/) in 
deforming bronchitis as it is found in healed 
destructive tuberculosis and occasionally due 
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to calcified tracheobronchial nodes; (2) in 
retraction of the mediastinum,—this may be an 
indication for thoracoplasty; (3) in myocardial 
damage in tuberculosis of longer duration,— 
at the same time “pulmonary rigidity” (Lun- 
genstarre) can develop due to hyperaemia of 
the pulmonary vessels; (4) in vicarious emphy- 
sema which is accompanied by bronchitis due 
to passive congestion. Tuberculin therapy 
often brings relief in cases of group two. The 
opinions as to the relation between true bron- 
chial asthma and tuberculosis are contra- 
dictory; the author and other observers believe 
in such a relation while others deny it. There 
are 3 ways in which tuberculosis can be the 
cause of asthma: (/) obstruction of the air 
ways, (2) stimulation of the vagus, for example, 
by lymph nodes and (3) allergy, as allergic 
phenomena are well known in tuberculosis. 
Many patients with bronchial asthma show a 
high sensitivity to tuberculin. Those tuber- 
culous patients in whom a previous haemato- 
genous spread has resulted in small calcified 
foci and multiple pleural adhesions are es- 
pecially disposed to asthmatic attacks. Such 
patients respond favorably to tuberculin.— 
Tuberkulose und Asthma, W. Neumann, Wien. 
klin. Wehnschr., December 13, 1940, 53: 1024.— 
(G. C. L.) 


Asthma and Tuberculosis.—Nine case his- 
tories of patients with asthma and tuberculosis 
are detailed. In several cases, the asthmatic 
symptoms were present long before definite 
symptoms of pulmonary tuberculosis made 
their appearance. In some, the asthmatic 
symptoms appeared together with the symp- 
toms of tuberculosis. It was also noted on 
occasion that amelioration of the asthma oc- 
curred coincidentally with improvement of the 
tuberculosis. The asthma in these patients 
was definite and of the-so-called constitutional 
type. Several of these cases gave a long his- 
tory of familial tuberculosis. One patient 
gave a long history of chronic bronchitis and 
asthma with several episodes of blood streaked 
sputum. X-ray examination showed some 
fibrous strands in the right upper lobe but a 
definite diagnosis of tuberculosis could not be 
made. Four years later, the patient suffered 
several fractured ribs in an automobile accident. 


Tubercle bacilli were obtained from the result- 
ing right pyopneumothorax. Subsequently, 
the patient developed widespread pulmonary 
tuberculosis of the right lung. The author 
believes that this patient had tuberculosis 
even when originally seen. These cases do not 
appear to illustrate merely the coincidence of 
asthma and tuberculosis. They present the 
problem of a definite relationship between the 
two diseases. It appears reasonable to con- 
sider pulmonary tuberculosis as one of the 
factors which may underlie the development of 
bronchial asthma. Sensitization and allergic 
factors probably play an important rédle. 
However, the importance of neurogenic and 
constitutional factors must not be under- 
estimated. All this requires further investi- 
gation. However, it is of great practical 
importance to realize that patients with 
pulmonary tuberculosis may present them- 
selves with the symptoms of asthma. When- 
ever there is the slightest doubt, the importance 
of complete work-up, including X-ray and 
sputum examination, in these cases is stressed. 
—Asthme et tuberculose, R. Desmeules, Laval 
méd., May, 1940, §: 212.—(H. R. N.) 


Pregnancy and Tuberculosis.—Coincident 
with the growth of the uterus in pregnancy 
there is slight congestion of the lungs with in- 
creased lateral expansion, decreased excursion 
of the diaphragm and the breathing becomes 
more costal in type. Such conditions bring 
about an ideal nidus for the harboring of in- 
fection and explain why quiescent infections 
in the lungs may be activated. This is par- 
ticularly true of women with arrested pul- 
monary tuberculosis. Approximately 50,000 
women in the child-bearing period die each 
year from tuberculosis and a total of 32,000 
tuberculous women become pregnant each year 
in the United States. Matrimony in the 
presence of active pulmonary tuberculosis 
should be forbidden. Often no untoward ef- 
fects are observed until the puerperium, at 
which time the disease flares up and resembles 
pneumonia more than tuberculosis. If the 
patient has not conceived, contraceptive ad- 
vice should be given. If the patient is preg- 
nant and her tuberculous condition has been 
quiescent, it is proper for the physician to allow 
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the pregnancy to continue. If the tuberculous 
process is reactivated before the fifth month 
abortion should be induced. In the late 
months of pregnancy, however, nonintervention 
should be the rule, as the risk of delivery is no 
greater than a therapeutic abortion. A tuber- 
culous patient should have as short a labor as 
possible and intervention to shorten or ob- 
literate the second stage of labor, under local 
or spinal anaesthesia, is proper. Lactation 
should be prohibited and if repeated preg- 
nancies occur sterilization should be recom- 
mended.— Pulmonary Complications during 
Pregnancy, M. G. Potter, J. A. M. A., August 
17, 1940, 115: 522.—(G. L. L.) 


Pregnancy in Tuberculosis.—Between Janu- 
ary, 1920 and December, 1939, 266 pregnant 
women were cared for at Sea View Hospital. 
Of these 231 had full-term pregnancies and 35 
required induced abortions. All these patients 
had tuberculosis and the majority of them had 
pulmonary tuberculosis. The death rate was 
no higher than that in nonpregnant women of 
equal ages and with the same degrees of tuber- 
culosis. In patients in whom tuberculosis 
was diagnosed during pregnancy the mortality 
was 30.4 per cent, while in those in whom the 
diagnosis was made before the onset of preg- 
nancy the mortality was 10.9 per cent. It is 
felt, therefore, that the higher mortality is 
due not to the pregnancy but to the late in- 
ception of treatment of the tuberculosis. Of 
the pregnant women who received no treatment 
for their tuberculosis other than bed-rest and 
diet, 31.8 per cent died. This is to be com- 
pared with a 33 per cent mortality rate for 
nonpregnant women who received similar 
treatment. The mortality rate among preg- 
nant women who received active treatment for 
pulmonary tuberculosis was 17.3 per cent, and 
among nonpregnant women who had the same 
treatment the mortality rate was 26.9 per cent. 
Although numerous authors have felt that 
laryngeal tuberculosis is an indication for 
therapeutic abortion, this view is not sustained 
by this particular study. It is felt that the 
poor results obtained in patients with laryngeal 
tuberculosis are due to extensive pulmonary 
involvement. Labor of less than ten hours 
during which the patient does not have exces- 
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sive analgesia will have no harmful effects upon 
the pulmonary disease. Analgesia should be 
used rather lightly in order to avoid obliterating 
the cough reflex. All primiparous patients 
with caseous pneumonic tuberculosis are 
treated by Caesarian section under spinal or 
local anaesthesia; similar treatment is used for 
multiparous patients with caseous pneumonic 
pulmonary disease and any degree of cephalo- 
pelvic disproportion. Other patients are per- 
mitted to go into labor although an attempt is 
made to shorten the duration of labor by the 
use of castor oil, enemas and quinine. Low 
forceps delivery is carried out relatively early 
if necessary to shorten the duration of labor. 
None of the infants delivered from tubercu- 
lous women had tuberculosis at the time of 
delivery and only one proved case of tuber- 
culosis of the placenta was found. Thirty-five 
therapeutic abortions have been done and it is 
felt that the best results are obtained when the 
abortions are performed by dilatation and 
curettage during the first trimester of preg- 
nancy. All far advanced or bilateral cases of 
caseous pneumonic tuberculosis should have an 
abortion in the first trimester of pregnancy. 
If the patient is not seen until later in her preg- 
nancy and is apparently doing well, Caesarian 
section should be done when the infant is 
viable. After leaving the hospital as arrested 
cases, patients are advised not to become preg- 
nant for three years, since it is felt that reac- 
tivation of the pulmonary tuberculosis will 
take place within that time if at all. Changes 
in the status of the patient’s tuberculosis due 
to her pregnancy should become apparent 
within one month after delivery. It is believed 
that pregnancy, of itself, has no deleterious 
effect upon tuberculosis but that the ultimate 
course of the disease is determined by the type 
and extent of the tuberculosis and the ob- 
stetrical management of the pregnancy.—The 
Management of Pregnancy Complicated by 
Tuberculosis, G. Schaefer & D. E. Law, Quari. 
Bull. Sea View Hosp., October, 1940, 6: 65.— 
(A. A. E.) 


Syphilis and Tuberculosis.—Seventy-four 
cases of combined syphilis and tuberculosis were 
studied. Tuberculosis developing simul 
taneously with syphilis tends to assume 4 
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grave form, but is not so serious when super- 
imposed on syphilis of long standing. In the 
series the tuberculosis was bilateral in 61 per 
cent, fibrocaseous in 49 per cent and ulcerative 
in 26 per cent of cases. Latent aortitis was 
frequent in these cases.—Syphilis y tubercu- 
losis, V. Martinez, Rev. de tuberc. (Havana), 
October, 1939, 3: 429.—(E. R. L.) 


Silico-tuberculosis in Cuba.—Two case 
reports are presented of silicosis combined with 
tuberculosis, one with and one without positive 
sputum. Both patients were miners, born in 
Spain, but with long residence in Cuba, and 
history of occupation in iron and copper mines 
in Cuba. The observations prove the existence 
of silicosis in Cuba; the author calls for a study 
to indicate the magnitude of the problem.— 
La silico tuberculosis, A. Navarrete Sierra, Rev. 
de tuberc. (Havana), October, 1939, 3: 436.— 
(E. R. L.) 


Sarcoidosis of Lung.—A case of Besnier- 
Boeck’s disease is reported in which serial 
roentgenograms over a period of two years 
showed complete disappearances of consider- 


ably enlarged hilar and paratracheal lymph 
nodes and of small nodular infiltrations dis- 
seminated throughout both lungs. Resolution 
of the lymph nodes is attributed in part to 


therapy. The patient had no skin 
The clinical course was chronic and 
benign. All biological reactions for tuber- 
culosis were negative. There were no lung 
calcifications or cavitation—The Course of 
Besnier-Boeck’s Disease of the Lungs in Serial 
Roentgenograms, E. Meisels, Am. J. Roentgenol., 
October, 1940, 44: 564.—(W. H. M.) 


X-ray 
lesions. 


Heart in Tuberculosis.—The heart in tuber- 
culosis is small in size but its weight is normal 
in relation to that of the body. Whether this 
subnormality is congenital, with resultant 
predisposition to tuberculosis or is the conse- 
quence of the wasting effects of the disease is a 
disputed question. Tuberculous pericarditis 
is found at 1 per cent of all autopsies and at 3 
per cent of those performed on tuberculous 
patients. It may appear without evidence of 
tuberculosis in other organs (except the medias- 
tinal lymph nodes) or may be associated with 


pulmonary or other extrapulmonary lesions. 
The symptoms often appear insidiously and 
may be masked by those of the pulmonary con- 
dition. Precordial pain and a friction rub may 
or may not be present. If there is an effusion 
cardiac embarrassment may result. Tuber- 
culous pericarditis must be differentiated from 
rheumatic. This is quite simple if tuberculosis 
is present elsewhere in the body or if there are 
other stigmata of rheumatic fever. The tuber- 
culous type is twice as common in Negroes as 
in whites, generally occurs late in life and is 
rarely painful. The rheumatic is equally fre- 
quent in both races, is most common in children 
and young adults and is often painful. The 
detection of tubercle bacilli in the fluid or of 
thickening or calcification of the pericardium 
roentgenographically, is important in diagnosis. 
The prognosis is generally poor. Therapeu- 
tically, effusions are aspirated and replaced with 
air. Cases of adherent pericardium are sub- 
jected to operation. Tuberculous myocarditis 
is rare; it may occur by spread from the peri- 
cardium or via the haematogenous route. A 
few cases of tuberculosis of the endocardium, 
sometimes involving the valves, have been 
recorded. There are certain indirect effects of 
pulmonary tuberculosis upon the heart. Spon- 
taneous and sometimes induced pneumothorax 
may throw a sudden burden upon it. In 
pulmonary tuberculosis the reduction in the 
area of the vascular bed as the result of fibrosis 
and emphysema leads to hypertension of the 
pulmonary circuit, with subsequent right ven- 
tricular strain, and later failure. It is therefore 
often difficult to evaluate the symptoms in far- 
advanced cases as many are common to both 
cardiac and pulmonary insufficiency. Arrhyth- 
mias may occasionally appear, the cause of 
which is unknown. Organic heart disease and 
pulmonary tuberculosis may coexist. Patients 
with rheumatic cardiac disease are as sus- 
ceptible to tuberculosis as nonrheumatics. In 
congenital heart disease there is no increased 
incidence of pulmonary tuberculosis. Hyper- 
tension is not common. In general, the blood 
pressure is not subnormal, but is at the lower 
limit of normal, except in cases of advanced 
disease. Coronary occlusion rarely occurs. 
A study of cases of pulmonary tuberculosis 
admitted to the White Haven Sanatorium and 
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to the Philadelphia General Hospital revealed 
every variety of heart disease—The Cardio- 
vascular System in Pulmonary Tuberculosis, 
J. A. Sweeney, Am. Heart J., September, 1940, 
20: 345.—(A. G. C.) 


Extrapulmonary Tuberculosis. — Clinical 
observations are made on the basis of the ex- 
amination of 593 patients admitted for non- 
pulmonary tuberculosis. Two hundred and 
eight or 35 per cent of the patients were less 
than ten years old and 376 or 63 per cent were 
twenty years or younger. The commonest 
form at all ages was skeletal tuberculosis 
which occurred in 340 or 57 per cent of cases. 
Involvement of the lymph nodes was the next 
most common form, with the cervical nodes 
comprising more than half of the group. 
Genitourinary, peritoneal and intestinal in- 
volvement were found in that order. Renal 
tuberculosis developed most often in young 
adult males. Tuberculous peritonitis was 
more common in females than in males and 
was most frequent in adolescence. The major- 
ity of patients admitted for tuberculosis of the 
lymph nodes were children. That tuberculosis 
of the lymph nodes is not the result of blood- 
stream infection was confirmed by the following 
findings. In the 159 patients with cervical or 
abdominal adenitis (involvement of the thoracic 
nodes was not included in this study) there was 
not a single case of tuberculosis in another 
organ. However, in 25 per cent of patients with 
skeletal tuberculosis and in 64 per cent of those 
with genitourinary disease, tuberculosis in 
one or more additional organs was found. 
Multiple foci in each organ involved as well 
as overwhelming bilateral involvement was the 
tule, especially in genitourinary disease. In 
9 per cent of adults and 30 per cent of children 
studied radiographically, evidence of old or 
recent involvement of thoracic nodes was 
found. From the preceding findings it is in- 
ferred that gross glandular tuberculosis is not 
necessarily associated with severe tuberculous 
bacillaemia, and may, on the contrary, be a 
means by which severe haematogenous infection 
is prevented. As the lymphatic tissues are 
most active in childhood, an explanation is 
offered for the small proportion of infected 
children who develop haematogenous tuber- 


culous lesions. The absence of heavy cal- 
cification in the cervical, thoracic or abdominal 
nodes and an absence of a history of glandular 
infection in the majority of adults suffering 
from haematogenous tuberculous infections 
suggest that patients who have had a heavy 
glandular infection are protected from haemato- 
genous forms of tuberculosis in adult life.— 
Pathogenesis of Non-Pulmonary Tuberculosis, 
M. C. Wilkinson, Brit. M. J., November 16, 
1940, 2: 660.—(D. H. C.) 


Pleural Effusion.—Previous experimental 
and clinical work has demonstrated some effect 
of calcium on the permeability of injured capil- 
laries. With this work in mind, some authors 
have reported on the favorable effect of calcium 
injections in pleural exudate. The author set 


out to determine the effect of increased blood 


calcium on pleural exudates. The intravenous 
injection of calcium salts does not usually pro- 
duce a significant rise in the blood calcium. 
In order to produce an increase in the blood 
calcium, the author used parathormone. When 
the blood calcium is raised, some effect on the 
capillaries can be deduced from the increasing 
difference between the blood calcium and the 
exudate calcium. This treatment was used in 
3 cases of pulmonary tuberculosis with recently 
induced pneumothorax. The parathormone 
administration was begun immediately upon 
the development of a pleural effusion with 
febrile reaction. The treatment was continued 
for ten to twelve days. There was a definite 
increase in blood calcium in each case, up to 
13.75 mg. per 100 cc. in one patient. In 2 of 
the patients, the difference between the blood 
calcium and the exudate calcium increased. 
There was, however, no apparent effect on the 
pleural exudate. It is possible that the ad- 
ministration of the parathormone over a longer 
period of time might have produced different 
results. The author feels that no favorable 
result is to be expected since the whole mech- 
anism of pleural exudation is too complex to 
be affected by the simple use of calcium salts.— 
Untersuchungen iiber die Wirksamkeit des 
Erhohten |Blutkalkes bei Pleuraexsuddtionen, 
F. Bohm, Klin. Wehnschr., May 25, 1940, 19: 
496.—(H. R. N.) 
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Pleural Effusions.—A rather marked dis- 
crepancy of opinion still exists on the frequency 
of occurrence of clinical pulmonary tuberculosis 
in association with and after serofibrinous pleur- 
isies and the seriousness of the latter condition 
with reference to the former. Beal here re- 
cords a series of 74 consecutive cases of pleural 
effusion seen during 1933 to 1935 who were 
admitted for tuberculosis hospital or sana- 
torium treatment (in the county borough of 
Sanderland). Of these 47 were on the left and 
27 on the right side; 55 occurred in males, 19 
in females. The diagnosis was verified by clin- 
ical, roentgenographic and cytological study 
and in one instance bacteriologically. Four- 
teen instances of tuberculous complications are 
recorded; peritonitis, in 6 cases, the most 
frequent. After what was considered proper 
treatment, they were observed over a four to 
six year period. Aspiration was done in 33 
per cent. There were, in all, 12 deaths at- 
tributable to tuberculosis, usually pulmonary; 
excluding the untraced, the mortality comes to 
24 per cent.—Tuberculous Pleural Effusions, 
J. R. Beal, Brit. J. Tuberc., April, 1940, 
34: 51—(A. P.) 


Pleural Effusions—A method has been 
devised for studying the rate of formation of 
fluid in patients with pleural effusion com- 
plicating artificial pneumothorax. This study 
has been performed in 6 such patients. The 
method depends upon the fact that when a 
given amount of methylene blue is injected into 
the pleural fluid the degree of dilution of the 
dye has a definite relationship to the volume of 
the fluid. Ten cc. of pleural fluid are aspirated 
from within the chest and following this 5 cc. 
of a one per cent aqueous solution of methylene 
blue are injected and thoroughly mixed with 
the fluid remaining in the chest. Five cc. of 
the mixture are then aspirated and methylene 
blue is added to the first specimen until the 
color is identical with that of the mixed dye 
specimen. The volume of the pleural fluid 
may then be calculated by means of a simple 
formula. It has been found that the volume 
of fluid in parapneumothoracic pleural effusions 
undergoes a rapid increase to a high point and 
subsequently at first a rapid and then a gradual 
decrease in amount. The removal of relatively 


large amounts of fluid seems to cause a sub- 
sequent increase in the amount of fluid— Rate 
of Formation and Absorption of Pleural Ef- 
fusions, H. Samuels & D. Matsuzawa, Quart. 
Bull. Sea View Hosp., July, 1940, 5: 401.— 
(A. A. E.) 


Empyema.— Empyema necessitatis is a spon- 
taneous discharge of pleural pus through the 
chest wall. This review covers 245 cases of 
tuberculous empyema which have been treated 
in the Sea View Hospital from 1931 to 1938. 
Of these 245 cases 24 had cutaneous abscesses 
but no communication with the pleural cavity 
could be demonstrated. Nine of the patients 
had pleurocutaneous sinuses; 15 had benign 
tuberculous nodules of the chest wall which 
were thought to be allergic phenomena. Fifty- 
nine cases had true empyema necessitatis. 
The communication of the chest wall abscess 
with the pleural cavity was proved by the 
injection of lipiodol or methylene blue in one 
abscess site and its subsequent demonstration 
in the other. Occasionally proof was obtained 
by the fact that air injected into the pleural 
cavity was subsequently demonstrated in the 
chest wall abscess. In none of the 59 cases 
was pulsation discovered. In 58 cases of this 
series the empyema pointed in the chest wall 
and in one it pointed in the lumbar region. 
Thirty-five cases had pure tuberculous em- 
pyema and the remainder had mixed tuber- 
culous and pyogenic infection. The greatest 
number of cases occurred between the ages of 
twenty and forty years. At the time of the 
development of the empyema necessitatis 27 
patients had negative sputum, in 38 there was 
bilateral pulmonary tuberculosis and in 21 
unilateral pulmonary disease. All but 2 of 
the patients in this series had had artificial 
pneumothorax prior to the development of 
the empyema. Bronchopleural fistulae were 
demonstrated in 30 cases. Aspiration of pre- 
viously existing tuberculous empyema is 
apparently not a cause of empyema necessitatis, 
even though such aspirations are frequently 
repeated. The development of a mass in the 
chest wall is the most commonly seen physical 
sign. If the opening between the chest wall 
abscess and the pleura is large, the chest wall 
abscess will vary in size with changes in intra- 
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thoracic pressure. Empyema necessitatis may 
be confused with: (/) a simple abscess of the 
chest wall; (2) osteomyelitis of the rib; (3) 
tuberculous caries of the vertebral bodies; 
(4) perinephric abscess; and (5) psoas abscess. 
The prognosis is usually grave since the mor- 
tality is about 66 per cent. The greatest num- 
ber of patients die from toxaemia and constitu- 
tional debility resultant from prolonged sepsis. 
Thirteen of the patients in this series developed 
amyloid disease. Of this group of 59 patients, 
50 have died, 5 are cured, 2 are living but not 
cured, and the remaining 2 have not been fol- 
lowed. Prevention of empyema necessitatis 
depends in part upon the fact that an unsuc- 
cessful pneumothorax should not be continued 
for more than six months since it is in this type 
of pneumothorax that fluid and subsequent 
empyema most frequently develop. Further- 
more, pus should not be allowed to remain in 
the chest, even after a thoracoplasty for the 
cure of tuberculous empyema. In aspirating 
the pus of tuberculous empyema care should be 
taken to avoid infection of the chest wall 
through the needle track. This may be done 
most successfully by maintaining the patient 
in such a position as to prevent infection of the 
needle track by gravity after aspiration. All 
aspirations of tuberculous empyemata should 
be done at points distant from a possible 
thoracoplasty incision in order to minimize the 
possibilities of subsequent infection of the 
thoracoplasty wound. In all cases in which 
thoracoplasty is to be done preliminary drain- 
age of the pleural space is essential and this 
should be done by thoracostomy. The most 
successful treatment of empyema necessitatis 
is immediate drainage of the pleural space and, 
if necessary, separate drainage of the chest 
wall abscess, although both drainages fre- 
quently may be done through the same wound. 
The thoracostomy then should be followed by 
thoracoplasty and, if necessary, a Schede 
operation to obliterate the small remaining 
cavity.— Empyema Necessitatis, E. A. Sindel, 
Quart. Bull. Sea View Hosp., October, 1940, 
6: 1—(A. A. E.) 


Empyema Treated with Prontosil.—Four 
cases of empyema complicating artificial pneu- 
mothorax are reported. In all 4 cases, tubercle 
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bacilli were demonstrated. In none was there 
secondary infection. All responded promptly 
to aspiration and intrapleural injection of 
soluble prontosil and remained cured for 
follow-up periods of eighteen, nine, two and 
two months, respectively. In 3 cases the 
temperature became normal two days after 
the first injection. In the fourth, fever dis- 
appeared two days after the second (fourteen 
days after the first) injection. In all cases, the 
character of the fluid changed from purulent 
to serofibrinous between the second and the 
fourth day after the first injection. The tech- 
nique employed was as follows: The effusion 
was aspirated and 5 cc. of 5 per cent soluble 
prontosil was injected into the pleural cavity. 
The characteristic color of the dye appeared in 
the urine six or eight hours later and persisted 


for three or four days. When it had dis- 


appeared, aspiration and injection were re- 
peated. Intramuscular injections of the dye 
were given in 2 of the cases, but were felt to have 
no additional therapeutic effect. The treat- 
ment caused no discomfort to the patient and 
was without toxic effects.—Contribucién al 
estudio del tratamiento del pioneumotérax tuber- 
culoso, O. M. Bellicchi, Rev. argent. de tuberc., 
April-June, 1940, 6: 73.—(H. B. S.) 
Tuberculous Empyema.—Cases of tuber- 
culous empyema have been classified as: (/) 
clear fluids which may or may not contain 
tubercle bacilli, (2) seropurulent fluids with or 
without tubercle bacilli and (3) definitely puru- 
lent fluids. In each of these categories the 
state of the disease in the underlying lung, that 
is, controlled or uncontrolled, is also considered 
in classification. In the presence of a tuber- 
culous pulmonary lesion pus in the pleural 
cavity must be considered tuberculous em- 
pyema and the identification of tubercle bacilli 
is not necessary for such a diagnosis. Eighty- 
eight cases of tuberculous empyema have been 
studied. Eight-five of these occurred as 4 
complication of induced pneumothorax and 3 
were the results of spontaneous pneumothorax. 
In 67 of the 88 cases, 76.5 per cent, there was 
incontrovertible evidence of the present or 
previous existence of a bronchopleural fistula. 
In 26 cases, 39 per cent, the fistula followed 
intrapleural pneumonolysis for the division of 


At 
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adhesions, and in the remaining 61 per cent it 
was the result of a spontaneous or traumatic 
rupture of the lung. Treatment in these 
cases should be directed towards improving the 
general condition of the patient, sterilizing the 
empyema cavity, and reéxpanding the collapsed 
lungs in which the disease is controlled and 
thereby obliterating the empyema space. The 
present method of treatment is to aspirate the 
pus and instill in the pleural cavity a solution of 
1:2,000 azochloramide and 1:800 triethanol- 
amine tetradecyl sulphate. Approximately 4 
ounces of this solution are instilled in the pleural 
cavity on successive days. Oxygen lavage is 
also used to produce rapid reéxpansion of the 
lungs when this can be done safely. It is 
felt that this solution of azochloramide pro- 
duces desirable physical and bacteriological 
changes in the empyema pus and desirable 
constitutional changes in the patient. The 
best results by this method of treatment were 
obtained in those patients in whom broncho- 
pleural fistulae could not be demonstrated at 
the time treatment was begun.—Treatment of 
Tuberculous and Mixed Infection Empyema 
with New Irrigating Solutions, L. Palitz & M. 
Herman, Quart. Bull. Sea View Hosp., Janu- 
ary, 1941, 6: 181—(A. A. E.) 


Tuberculous Tracheobronchitis. — Bron- 
choscopically, four general groups have been 
described: (/) nonulcerative and nonstenotic 
involvement with oedema, (2) hyperplastic 
mucous membrane with tuberculomata, (3) 


ulcerative, (4) fibrostenotic. The most com- 
mon cause is implantation or contact infection; 
less frequently the trachea or bronchi are in- 
volved by erosion of a tuberculous lymph node 
or by infiltration from surrounding tuberculous 
lung tissue; miliary tuberculosis is an infre- 
quent cause. The disease produces respiratory 
wheeze or rattle, attacks of asthmatoid breath- 
ing, paroxysmal coughing and choking, with 
difficulty in raising sputum. Dyspnoea and 
cyanosis may be marked in spite of a vital 
capacity of 1200 cc. or more. Of 40 cases from 
the University of Michigan Hospital selected 
for analysis of roentgenological findings, 33 had 
positive bronchoscopic confirmation and 7 had 
characteristic clinical and roentgen findings. 
Atelectasis (roentgenographically, a relatively 
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uniform increase in density of an anatomical 
segment, lobule, lobe or lung with decrease in 
volume, indicating the degree of airlessness, as 
distinguished from the density of consolidation 
in which no loss of volume occurs) was the most 
common change. Upon institution of some 
method of collapse, a degree of collapse greater 
than would be expected from the previous 
roentgenographic extent of disease was next 
most frequent. An important roentgen finding 
is the relative minimal evidence of pulmonary 
pathology in the presence of symptoms and 
signs of considerable disease. Persistence of 
positive sputum in the face of a definitely 
minor parenchymal lesion or regressive one is 
suspicious; likewise is a rapid shift from positive 
to negative sputum in the presence of moder- 
ately extensive tuberculosis. The nature of 
the excavation seems important. Nonob- 
structed tuberculous cavities without gross 
infiltration of the surrounding lung show a 
loss of transverse diameter or uniform change 
in diameters upon institution of pneumothorax. 
Bronchial obstruction may be suspected if the 
cavity maintains its volume and a spherical 
contour in the presence of satisfactory collapse 
of the surrounding lung, and particularly if it 
should seem to increase. This has been called 
the “tension” or “tennis-ball” cavity. Lobular 
emphysema may be present if ingress of air is 
free as contrasted with egress of air. Other 
roentgen signs are visible changes in the bronchi 
and Oechsli’s sign, which is a thickening along 
the bronchovascular trunk leading from the 
parenchymal lesion to the root of the lung, with 
increased visibility of the bronchial lumen. 
Although the roentgen and clinical findings are 
fairly definite, bronchoscopy is necessary to 
establish the diagnosis definitely — Tuberculous 
Tracheobronchitis, C. B. Peirce & F. C. Curts- 
wiler, Am. J. Roentgenol., February, 1940, 43: 
153.—(W. _H. M.) 


Tuberculosis of Larynx.—A series of 115 
cases of tuberculous laryngitis was studied in 
the dispensary. The majority were between 
twenty-one and forty years of age. One pa- 
tient was eleven years old. The sexes were 
represented almost equally in number. The 
incidence of tuberculous laryngitis was higher 
in Negroes than whites. Lesions were present 
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most frequently on the vocal cords and next 
most commonly on the arytenoid cartilages, 
and were usually ulcerative. All cases were 
in association with pulmonary tuberculosis. 
In the majority of cases this was of the fibro- 
caseous type. There was no tendency for 
disease to occur on the same side in both larynx 
and lung.— Laryngitis tuberculosa, A. Mariono 
Varona, Rev. de tuberc. (Havana), October, 
1939, 3: 511.—(E. R. L.) 


Tuberculous Adenopathy.—In pulmonary 
tuberculosis of adults enlargement of the hilar 
or mediastinal glands is not usually demon- 
strable on X-ray examination. The appear- 
ance of the parenchymal lesions is usually far 
more obvious and is frequently the only diag- 
nostic consideration, though these glands may 
be involved. However, the entity of hilar 
and mediastinal tuberculosis deserves discussion 
and emphasis placed on the possibility of its 
occurrence when there is slight or questionable 
enlargement in these regions, especially in the 
presence of atypical clinical and physical 
findings. In the past six years 65 cases of 
tuberculosis of hilar and mediastinal nodes in 
adults have been diagnosed at the Philadelphia 
General Hospital on the basis of follow-up 
studies. Of these, 32 cases represent combined 
roentgenographic and autopsy findings. This 
type of tuberculosis is characterized by a 
hyperplastic reaction of the lymph node to the 
infecting organism which results in the forma- 
tion of large firm glandular masses which can 
readily be seen on X-ray examination as 
sharply outlined, well circumscribed areas of 
density in the hilar region of one or both sides. 
Generally there is no evidence of parenchymal 

- involvement until later. When the lymph 
nodes are of the fibrocaseous variety there may 
be early minimal or extensive pulmonary in- 
filtration. In some cases in this series the lung 
fields were clear. This form of tuberculosis 
is most common in Negroes between sixteen 
and forty years of age and resembles childhood 
tuberculosis. The hyperplastic nodes may be 
present for years with few or no symptoms. 

Often the complaint is that the patient does 

not feel well. Moderately advanced lesions 
are characterized by cough, little or no ex- 
pectoration, low grade fever, chest pains, 
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lassitude, weakness, loss of weight, hoarseness, 
night sweats and occasional haemoptysis. 
When no improvement occurs following ther- 
apy, sooner or later there is evidence of dis- 
semination of tuberculosis. In advanced cases 
the lungs show miliary and occasionally 
fibro-ulcerative tuberculosis. Frequently there 
is an associated hyperplastic adenitis of deep 
mediastinal, retroperitoneal and mesenteric 
nodes. Occasionally cold abscesses form and 
burrow downward. In only a few instances 
were the enlarged tracheobronchial nodes of 
sufficient size to compress the bronchi and pro- 
duce atelectasis. In the early stages the 
physical findings are meagre and the illness 
remains obscure until X-ray examination is 
carried out. There are no criteria for the 


roentgen diagnosis of tuberculous hilar or 


mediastinal node enlargement in adults since 
these may be the result of a variety of path- 
ological processes. | Moderate involvement 
often simulates the so-called childhood type. 
The diagnosis depends upon the correlation of 
roentgen findings with clinical and physical 
findings, the subsequent clinical course of the 
case and comparative roentgen examinations. 
X-ray radiation is sometimes a valuable diag- 
nostic as well as therapeutic adjunct. Roent- 
gen therapy has not proved harmful and there 
is clinical evidence to suggest beneficial results 
following its use in this condition.—Tubercu- 
lous Hilar and Mediastinal Adenopathy in 
Adults, B. P. Widmann, H. W. Ostrum & J. 
S. Fetter, Radiology, May, 1940, 34: 521.— 
(G. F. M.) 


Lymph Node Tuberculosis.—The problem 
of tuberculosis of peripheral lymph nodes was 
studied statistically in 324 cases. The majority 
occurred between the ages of five and fifteen 
years. The incidence of the disease by age was 
found to be in a ratio inversely proportional 
to the incidence of pulmonary tuberculosis and 
to the death-rate from tuberculosis of all forms 
in the same population. The author dis- 
tinguished 14 anatomically different groups of 
lymph node tuberculosis, the commonest being 
an upper deep cervical group. Tuberculosis 
tended to involve groups of lymph nodes which 
were related anatomically by lymphatic drain- 
age. The spread of the disease may be in the 
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ess, same direction as the lymph stream or retro- 
sis. grade if there is a pathological obstruction to 
er the normal flow. The individual groups of 
dis- lymph node tuberculosis are discussed in some 
Ses detail. The tonsils and adenoids appear to be 
ally the portal of entry of infection to the upper 
ere deep cervical lymph nodes; the upper super- 
eep ficial nodes being involved secondarily by retro- 
eric grade lymphatic flow or more rarely from oral 
and and dental infections. The supraclavicular 
1CeS lymph nodes can be involved by extension of 
; of the infection downward from the upper cervical 
ITO- region or upwards from the tracheobronchial 
the glands or from a subpleural pulmonary lesion 
hess by way of the subpleural lymphatics. Inas- 
1 is much as pulmonary tuberculosis supervened 
the in a considerable number of cases after puberty, 
or the author advocates careful X-ray examina- 
ince tions of all patients with tuberculosis of lymph 
ath- nodes through the dangerous years of adoles- 
ent cence and young adult life—The Pathogenesis 
ype. of Tuberculosis of Peripheral Lymph Nodes: 
nof A Clinical Study of 324 Cases, B. C. Thompson, 
ical Tubercle, April & May, 1940, 21: 217 & 260.— 
the (E. H. R.) 
ons. 
iag- Tuberculosis of Tonsils.—The authors ex- 
ent- amined 80 pairs of tonsils, 20 of which came 
here from tuberculous patients and 60 came from 
ults persons living in contact with tuberculous 
ord patients. Tuberculous changes were found 
| in 3 cases or 15 per cent of the patients with 
e J. active tuberculosis and no tuberculosis was 
iti discovered in the tonsils of the nontuberculous 
contacts.—Contribucién al estudio de la tuber- 
culosis amigdalina, D. Vivoli & J. A. Bertelli, 
lem ff An. Catedra de pat. y clin. de tuberc., June, 
ben 1940, 2: 193.—(E. R. L.) 
rity 
Tuberculosis of Spleen.—A_pathological- 
— roentgenological study of the evolution of 
onal J calcified lesions (principally in the spleen) was 
and carried out on a series of 20 tuberculous cases 
consisting of 16 adults and 4 children. Of these 
dis- lesions, 16 had corresponding ages of lesions 
ow of in the lungs, lymph nodes and spleen; one had 
— corresponding lesions in the mesentery and 
losis spleen; one in the lungs, lymph nodes, liver and 
hich spleen; and in 2 there was no agreement of ages 
a of the respective lesions. The morphology of 


the lesions in the spleen undergoes a uniform 
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evolutionary development as the age of the 
lesion advances, comparable to, but not exactly 
like, the changes reported for tubercles in the 
lung and lymph nodes. The tubercles have 
rarely been found to show osteoid, marrow or 
lymphoid tissue. The first calcification ap- 
pears in about two years. A heavy capsule 
appears in tubercles from four to seven years 
old. After ten years the capsule becomes cal- 
cified. At about the same time resorption 
occurs in the centre. Thus very old tubercles 
may appear as perfect spheres. In the major- 
ity of cases the lesions can be associated by age 
characteristics with a primary tuberculous 
infection elsewhere in the body and perhaps 
represent the haematogenous phase of it. 
This is true for all children and even for adults 
where there is evidence of a recent infection. 
Furthermore, as calcified lesions in the spleen 
apparently do not become resorbed and as many 
have been found in old people, the assumption 
is justifiable that the majority of all such cal- 
cified lesions in the spleen are tubercles even 
in adults. Small discrete calcified splenic 
lesions (in the Chicago area) caused by diseases 
other than tuberculosis are so rare that they 
may be disregarded. Roentgenographic 
studies of the chest, neck and lower abdomen 
may also disclose calcified tubercles and are 
important as confirmatory evidence of the 
tuberculous nature of the calcifications. The 
finding of calcified tubercles in the spleen has 
little clinical significance, per se, other than to 
show that primary tuberculosis with haematog- 
enous dissemination once existed. About 20 
per cent of the spleens in the writer’s post- 
mortem series on tuberculous patients showed 
calcifications—On the Nature of Calcified 
Lesions, H. C. Sweany, Am. J. Roentgenol., 
August, 1940, 44: 209—(W. H. M.) 


Tuberculosis of the Bones and Lung.—The 
authors review 109 cases of bone and joint 
tuberculosis over a period of seventeen years 
and discuss the relation between pulmonary 
disease and tuberculosis elsewhere. The chil- 
dren treated numbered 42, among whom pul- 
monary tuberculosis was found in all but 3, 
and the diagnosis on these latter was considered 
incorrect after repeated intracutaneous tests. 
In 19 per cent of the children the pulmonary 
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disease was similar to miliary tuberculosis, 
all recovered and the X-ray picture later 
cleared completely. Of 67 adults 31.4 per 
cent showed healed childhood tuberculosis 
and 4.1 per cent were found to have a miliary 
type of disease. All the deaths in the adult 
group were among cases of adult type tuber- 
culosis and of 21 far advanced cases 18 are 
now dead. The conclusions drawn from the 
series were: (1) Pulmonary tuberculosis, either 
active, quiescent or healed, was found in 
nearly all of the 109 cases; (2) the death rate 
was low in children and high in adults and the 


greatest single factor was the intensity of the 
pulmonary disease; (3) abscesses were found 
in a high percentage, draining sinuses in a 
low percentage of cases; (4) other complications 
were found in 10 per cent to 15 per cent, of 
which genitourinary tract involvement was 
the most frequent; (5) multiple bone and joint 
lesions occurred in 19 per cent of the children 
and 13.4 per cent of the adults.—Relation of 
the Pulmonary Condition to ‘Bone and Joint 
Tuberculosis, R. J. Collins & L. Macpherson, 
Canad. M. A. J., November, 1940, 43: 448.— 
(W. G. C. M.) 
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